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maximum efficacy 


minimum risk __ 4SULPHATRIAD’.. 


compound sulphonamides 


The solubility in the urine of three sulphonamides administered together is considerably 
greater than that of one sulphonamide in the same total dosage. The risk of crystal 
deposition and its attendant danger of renal damage has been largely overcome by the use 
ot such mixtures of sulphonamides. 


The bacteriostatic activities of the three components of ‘Sulphatriad ' brand 


compound sulphonamides are additive, whereas the danger of crystailuria is only 
as great as if each component had been administered separately in the same partial dosage. 


*SULPHATRIAD * is supplied as follows 
Tablets: containers of 25, 100 and 500 x 0-50 gramme 


Suspension; containers of 4 and 40 fi. oz. 
(each tablet or each fluid drachm of suspension contains sulphathiazole 0-185 gramme, 


sulphadiazine 0-185 gramme, 


sulphamerazine 0-130 gramme) 
montocurdy MAY & BAKER LTD 
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ANALJUL 


a Constitutional action 


ANALJOL has a methyl aspirin base and a double action 
—analgesic and counter-stimulant. 


ANALJOL is non-staining and non-greasy, and has an agree- 
able odour. It has the dual advantage of relieving pain at 
the alin of eg taniien a0 Sa te ey ey ener oe 
the circulation. 


ANALJOL is indicated in cases of Rheumatism, Fibrositis and 
Neuritis, and should be rubbed gently into the skin over the 
affected area. 





Samples and literature on request 


KAYLENE uy LIMITED 


NESS 


WATERLOO ROAD, LONDON, N.W.2 
Sole Distributors : ADSORBENTS, LTD. 
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PRE-NATAL DIET 


and the course of PREGNANCY 


The normal functioning of the :e-roductive organs 
during pregnancy depends, among other things, upon 
an intake of vitamins and minerals 

Medical opinion is gaining ground that an increased 
quantitative requirement for vitamin B is indicated in 
late pregnancy andthe early puerperium. Its admin- 
istration during the period before childbirth has 
resulted in less vomiting and nausea and in marked 
improvement in the nutritional value of the breast milk. 
In order to assure the building of the foetal bones 
in utero and a supply of a necessary constituent of the 
breast secretions, the importance of calcium is also 
established. 

In Supavite Capsules the practitioner has at hand a 
combination of these and other essential vitamins and 
minerals in scientifically balanced form of particular 
value in maternity cases. 


SUPAVITE 


CAPSULES —" 
THE ANGIER CHEMICAL CO. LTD. 86 CLERKENWELL RD. LONDON, E.C.1 


The value of the constituents of 
*“Supavue’ in prepnancy may be 
summarised as follows 
Vitamin A Assists growth. Anti- 
infective and anti-xerophthalmic. 
Vitamin B, Assists growth. Aids func- 
tions of the gastro-intestinal tract 
and the nervous system 
Vitamin B, Maintains 
stability, healthy skin. 
digestion. 
Vitamin C 
secretions. 
Vitamin D Maintains calcium-phos- 
horus balance in the blood. 
obilises bone-forming substances. 
Vitamin E The fertility or anti-sterility 
vitamin. 
Nicotinamide Essential for the health 
of the skin and alertness of the brain. 
lron For correcting tendency to anemia 


Calcium An aid to formation of foetal 
skeleton and enrichment of breast 


nervous 
Assists 


An adjuvant in lacteal 


Phosphorus Necessary in general 
metabolism and the nutrition of the 
nervous system. 
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Giving 
what growing takes 


Youth is a time of strain. The heightened zest for living, the 
urgent needs of growth, compete for slender reserves of energy 

and adolescence, too, takes its special toll. In every climate 
Minadex helps youngsters to take the strain. Its vitamins A 
and D assist healthy growth and ward off disease its iron, 
calcium and phosphorus replenish the blood, restore neuro- 
muscular tone. And all over the world the fresh orange flavour 
of Minadex makes it a special favourite—with adults and the 


very young as well! 


MINADEX 


for children everywhere 


‘ 


GLAXO LABORATORIES LTD., GREENFORD. MIDDLESEX, ENGLAND ¥ 
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COMMON DISEASES OF THE EAR, NOSE 
AND THROAT 

By PHILIP READING, MS., F.R.C.S 2 
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92 Text-figures 42s. 
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By F. |. BROWNE, ™.D., D.Sc., F.R.C.S. (Edin.) 
FR.C.O.G. Seventh Edition. 95 illustrations 
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A HANDBOOK OF OPHTHALMOLOGY 
By HUMPHREY NCAME, F.R.C.S.. and F. A 
WILLIAMSON-NOBLE, F.R.C.S Seventh 
Edition 13 Plates, containing 46 coloured 
illustrations and 155 Text-figures 22s. 6d. 


INFANT FEEDING AND FEEDING 
DIFFICULTIES 
By PHILIP RAINSFORD EVANS, ™.D., F.R.C.P 
and RONALD MacKEITH, DM. D.C.H. 65 
(Nustrations 12s. 6d. 


J. & A. CHURCHILL LTD. 104 GLOUCESTER PLACE, LONDON W.! 
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A completely new book —Just out 


A HANDBOOK OF SURGERY 


by R. C. B. LEDLIE, M.B., B.S., F.R.C.S., Surgeon, The Royal Cancer Hospital; and 
M. HARMER, M.A., M.B., B.CHiR., F.R.C.S., Surgeon, St. Mary’s Hospital for Women 
and children 

A comprehensive survey of modern surgical practice, specially written to provide 
a concise and balanced account for all students and newly qualified practitioners, 
this handbook will be a ready means of reference on all surgical problems en- 
countered in everyday general practice. Pp. viii 536, with 56 illustrations 

Postage \s. 21s. 





MODERN TREATMENT YEARBOOK 1951 
SEVENTEENTH YEAR OF ISSUE 


Edited by Sir Ceci WAKELEY, K.B.E., C.B., M.CH., D.SC., P.R.C.S. ** A very service- 
able and particularly useful presentation of modern methods.’’—British Medical 
Journal. Pp. viii 356, with 21 plates. Postage 1s. 17s. 64. 








7-8 Henrietta Street, London, W.C.2 
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50 YEARS 
of 
MEDICINE* 


Attractively bound in stiff cloth cover and 
with its full complement of illustrations, 
this most interesting book covering the 
last fifty years in the history of Medicine 
and containing a selection of articles 
written by eminent medical men from all 
over the Country, will provide the 
General Practitioner and Specialist alike 
with a worth while record. 


Either as a present or as an addition to 
your own library, “50 Years of Medi- 
cine” will prove a valuable acquisition. 


15s. per copy 


* Order NOW from 


The Publishing Manager, British Medical Association 
B.M.A. House, Tavistock Square, 
London, W.C.1 
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A case for 


the Surgeon 


Here are the world’s finest scal- 
pels & handles packed in a neat, 
tastefully designed plastic case 
that is compact, easy to use and 
which meets the strict standards 
of hygiene and aesthetics of the 
modern operating theatre. Con- 
tains 3 different handles and 6 
dozen blades in 9 shapes, as illus- 
trated. 








Details from 
W. R. SWANN & CO. LTD 
PENN WORKS SHEFFIELD: 6 





THE ‘‘HOLBORN” 
OBSTETRIC CASE 


Registered Design No. 801572, in smooth 
brown hide, 18 in. x 8 in. x 11 in. high, with 
separate compartments for instruments and 
sterilizer 





CONTENTS 

List A—*Anderson's midwifery forceps, stainless 

steel, in sterilizable pouch; seamless sterilizer 

16 in. x 4 in. x 3 in., with stand and lamp; 

anaesthetic mask; chloroform drop bottle; soap 

and nail brush in metal box; bottle of sterilized 

silk, hypodermic syringe and needles in spirit- 

proof case; two bottles in nickel-plated case, 

1 oz.; two bottles in nickel-plated case, 2 o7z.; 

three Martin's perinaeum needles; Carton’s 

mucous catheter; metal female catheter; 

Batiste bag, containing waterproof apron and 

rubber gloves; pelvimeter; foetal stethoscope 

*Extra for forceps with axis traction, £3 10s. 0d 

List B.—Blunt hook and crocket, stainless steel; 

Greenhalgh’s ovum forceps—stainiless steel; . w2080 
Churchill's craniotomy forceps, stainless stee!; , a 
Denman’s perforator, pnt ms ook steel; intra- W2080 Case in brown hide, fitted 

uterine tube, uterine curette, flushing; glass as List A £28 2 
vagal pipe; Sime worms sound; Fingtaw's W208! Ditto, fitted as List AandB £41 3 
probe; Smith's obstetric helper; spring balance 

and hammock; dressing scissors W2082 Case only £12 10 





THE HOLBORN SURGICAL INSTRUMENT CO. LTD. 


15, CHARTERHOUSE STREET, HOLBORN CIRCUS, LONDON, E.C.! 
Tel: HOLborn 2268 (2 lines) 
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AN ATLAS OF GENERAL AFFECTIONS OF THE SKELETON 
By SIR THOMAS FAIRBANK, D.S.O., O.B.E., Hon.M.Ch.(Orth.), F.R.C.S. 428 pages. 510 illustrations 55s. 


CLINICAL FRACS & INFECTIOUS ORAL AND DENTAL DISEASES 
DISEASES Aetiology, Histopathology, Clinical Features 
for Stud —_ s, and Medical ogy. om ilar 
Officers 
By E. H. R. HARRIES, M.D., F.R.C.P., and M Oy WUSERT Hi. STONES, MD. 1.05. 
F.D.S.R.C.S. Second Edition. 1,030 pages. 95! 
MITMAN, M.D., F.R.C.P. With the collaboration ituseracions (9! in colour) rT 
of IAN TAYLOR, M.D., M.R.C.P. Fourth — 
ge. Say es , THE CARE OF THE AGEING AND 
MEDICAL somes oF ree CHRONIC SICK 
i Bape + . te Di By A. P. THOMSON, M.C., M.D., F.R.C.P., CR 
neues © a LOWE, M.D., F.R.C.S., D.P.H., and THOMAS 
By ERNEST FLETCHER, M.A., M.D., M.R.C.P McKEOWN, B.A., Ph.D., D.Phil.M.D. 136 pages 
Second Edition. 896 pages. 377 illustrations (some Ts. 6d. 
in colour) 60s. 
PATHOLOGICAL HISTOLOGY A HISTORY OF OTO-LARYNGOLOGY 
By ROBERTSON F. OGILVIE, M.D., D.Sc, By R. SCOTT STEVENSON, M.D., F.R.C.S., and 
F.R.C.P., F.R.S.E. Fourth Edition. 518 pages. 295 DOUGLAS GUTHRIE, M.D., F.R.C.S. 162 pages 
Photomicrographs in colour 4s. 52 illustrations 17s. 6d. 
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FRACTURES AND JOINT INJURIES 


By SIR REGINALD WATSON-JONES, B.Sc., M.Ch., F.R.C.S. Fourth Edition in two volumes (not sold 
separately) & 


Vol. | will appear in November and Vol. I! as soon after that as possible 


Published by 
E. & $. LIVINGSTONE, LTD., EDINBURGH AND LONDON 

















INDEX OF NEW PRODUCTS 
A Service of Information on New Products used in Medicine 


This service provides such details as: 


| Composition | | Properties | Dosage | Contraindications 














Storage | | Packing | | Price Suppliers 











| Clinical Indications References to the Literature | 


Subscribers for 195! will receive all the cards as they are issued for the current year, a filing cabinet 
(inland subscribers only) and guide cards. 

Since the inception of this service in 1949 approximately 260 new products have been dealt with and the 
information is kept up to date by the issue of replacement cards. New subscribers can receive all the 
cards issued during 1949 and 1950 for an additional inclusive fee of two guineas. 

A cumulative therapeutic index is despatched to all subscribers every six months together with an index 
of analogous preparations. 

These form a convenient cross-reference by classifying products under their therapeutic, diagnostic or 
prophylactic uses and under the headings of non-proprietary chemical or laboratory names, or a name 
accepted by the British Pharmacopceia, or British Pharmaceutical Codex. 

Annual subscription £2 2s. Full details on application. 


Remittance with order is requested. 


THE PHARMACEUTICAL PRESS 
17, Bloomsbury Square, London, W.C.! 
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BARCIAY 


ficial Retailers of 


0 
re OYE & BENTLEY 


ROLLS-ROYCE 


request. 
of Used Cars 0" si 


Stock L ist 


Showrooms: Hanover Square, W.1. MAY fair 7444. Berkeley Square, W.1. GROsvenor 9811 
Service Works: Lombard Road, Merton, S.W.19. Li Berty 7222 





Quick, deep 
prolonged sleep... 


It is well known that no single barbiturate 

combines quick action with gentile, pro- 

longed sedation. In Carbrital capsules, how- 

ever, rapid onset is obtained by the inclusion of pento- 

barbitone sodium, while the use of carbromal, a mild 

sedative, has the effect of maintaining profound, normal sleep for 

up to eight hours. There are little or no after effects. Carbrital is indicated in all 
types of insomnia and as a general sedative. 


’ R® 
Available in bottles of 25 and ( A R B R | T A L 


250 capsules 
for all types of insomnia 


cAw 
— se, & COMPANY LIMITED «9% Telephone: Hounslow 236/ 
Parke, Davis Hounslow, Middlesex ra EA) (Inc. U.S.A.) 

ea’ 
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For all members of the Medical Profession, there 
remains one event of permanent influence to be 
marked as a “must” in the engagement book — 


the 34th 


LONDON 
MEDICAL EXHIBITION 


November 19th — 23rd 


at the 


NEW HORTICULTURAL HALL 


Greycoat Street, Westminster, S.W.1 


Here may be viewed the latest results of Pharmaceutical 
research, Ethical, Medical products, Surgical instruments, 
Hospital equipment, Electro-Medical apparatus, Dietetic 
products, Antiseptics, etc., and many medical publications. 
Complete supplies for the Physician and Surgeon in his 


professional work are displayed. 


The general public are not admitted 


OPEN DAILY from 11 a.m. to 6.30 p.m. 
Medical Films from 11.30 a.m. each day. 


Any member of the Profession not receiving an official personal 


invitation should apply to: 
The Secretary, 
LONDON MEDICAL EXHIBITION 


Telephone : Bishopsgate 2145 
194-200 Bishopsgate, London, E.C.2 


Telegrams: Pharmacist Ave. Ldn. 
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TO DOCTORS 


who have to 


advise mothers 


on baby feeding 


The meat broths, vegetables and 
fruits prepared by Heinz for infants 
of 3 months and onwards are more 
valuable, from the nutritional stand 
point, than such foods are when 
prepared at home. 

Literature in amplification of this 
statement, and samples, will be sent 


on request, 
P 1S€ crite t 
H. J. HEINZ COMPANY LTD. 
Harlesden, London, N.W.1 


There are 16 varieties of 


Heinz Strained Foods 


- pram co 


STANDARD MODEL 
for use in the Home 
& Surgery £ 8-8-0 


Perfect Dial Control 

of mixture for - 

Analgesia « Anaesthesia. 

for use by the Doctor | 
in cases of Maternity SEORAN, ATTRENNENT \ 


or Minor Surgery ioe = the HOSPITAL 
Uerta a 


from 





SURGICAL HOUSES 





SURGEONS 
and NURSES 


Made by: Robinson & Sons 
Ltd., Wheat Bridge Mills 
CHESTERFIEL 


BACTERIOLOGICALLY TESTED AND 
SPECIALLY DESIGNED FOR THE 
PREVENTION OF DROPLET INFECTION 


After many bacteriological experiments this mask was 

designed to arrest all droplets from the mouth and 

nose, and so to prevent contamination during operation 

The ‘‘Cestra’’ Mask consists of 4 layers of fine dental 

gauze. It fastens securely under the chin, has an air 

gap at the sides, is comfortable to wear for long 
periods and may be easily sterilized 


Obtainable from Chemists and Medical Stores 


London Office: King's Bourne House, 229/23! 
High Holborn, LONDON, W.C.! 
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SPENCER—a correct prosthesis 


There is evidence* to indicate that the correct mastectomy breast support and 
breast form should simulate not only the breast tissue but also the pectoral muscles 
on the side of the operation—should protect the surgical area and scar—should 
properly uplift the remaining breast to encourage circulation, to help retain healthy 
tissues, to improve and maintain good posture. 
SPENCER fulfils both medical and cosmetic indications because: 
Each Spencer Breast Support and Breast Form is individually designed, cut and 
made for each patient to meet precisely your patient's therapeutic and cosmetic 
requirements. The Spencer Breast Form fits securely into a pocket of the Breast 
Support. Spencer helps prevent a “* droop ” of shoulder over the site of operation 
—maintains good posture. 

*Care of the Breast, Froben Press, New York, 1947 


For further information write to: 


SPENCER (Banbury) LTD. 


Consulting Manufacturers of 
Surgical and Orthopaedic Supports 
Spencer House : BANBURY : Oxfordshire 
Tel. 2265 


right designs are original and distinctive and for more than 20 years have been recognised 
cal Profession as a symbol of effective control for abdomen, back and breasts 


Spencer Co, 
by the Medi 


BEWARE OF IMITATIONS. Spencer (Banbury) Lid. regret the necessity of issuing warning to beware 
of copies and imitations. Look for the SPENCER LABEL stitched in the Spencer Support and ensure 
that it is a genuine Spencer Support and not a So-called copy. 


Appliances supplied under the National Health Service 
Trained Fitters available throughout the Kingdom 


Copyright: Reproduction in whole or in part is prohibited except with the written permission of S (B) Lid. 
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THE BLOOD PRESSURE 
DROPS 


Through reduction of peripheral resistance, Veriloid pro- 
duces a significant drop in arterial tension. Not only is that 
large group of patients with moderate hypertension bene- 
fited, but also patients with severe essential and malignant 
hypertension. The usual daily requirement of Veriloid is 
from 9 to 15 mg., given in divided dosage three times a day, 
at intervals of from 6 to 8 hours, the first dose to be taken 
after breakfast. The evening dose should be one or two mg. 
larger than the other two doses of the day. 


THE PATIENT IMPROVES 
SUBJECTIVELY 


The gratifying feature of Veriloid therapy is the speed with 
which the distressing discomfort of hypertension is overcome. 
Headache disappears, easy fatigability lessens, vision has 
been reported to improve through absorption of retinal 
exudations and kidney function is increased. These bene- 
ficial changes, often experienced before the blood pressure 
has dropped significantly, are presumably related to the 
vaso-relaxation induced by Veriloid and the resulting im- 
proved tissue nutrition. Veriloid is available on prescription 
only through all pharmacies in 1.0 mg. tablets in bottles of 
100 and may be prescribed on Form E.C.10 without re- 
striction. Literature available on request. 


RIKER LABORATORIES, LTD. 


29 KIRKEWHITE STREET :: NOTTINGHAM 








VERILOID. 


A PRODUCT OF RIKER RESEARCH 
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JAEGE R 


Jaeger body-belts are made of pure wool, for 
these reasons. Wool keeps its wearer cool in 
summer and warm in winter. Wool quickly dis- 
poses of perspiration without becoming clammy. 
Being porous it allows both the escape of 
exhalations from the skin and the access of pure 
air to the skin. Jaeger body-belts sit well, stay in 
position, and give support without pressure. They 
are available in all sizes. 


Jaeger House 204-206 Regent Street W.! 


WHEN YOUR 
ADVICE Is 


‘don’t climb 


The ELECTRIC 
Home LIFT 


Easy to Install Simple to Operate 
* Economical to run 
Information obtainable from: 


HAMMOND & CHAMPNESS LTD. 


‘ Gneme House, Blackhorse Lane, London, B.17 








Hormones 
NATURAL and 
SYNTHETIC 








FOR ORAL OR SUB-LINGUAL 
ADMINISTRATION 


OXOID) STILBOESTROL 
(OXOID) DIENOESTROL 
OXOID 

OXOID) OESTRIN 


ETHINYL 
OXOID) OESTRADIOL 


ii \' * ‘= 
(OXxOID) ETHISTERONE 


xoip) METHYL 
OXOID) pes TOSTERONE 


FOR INJECTION 
©XOID) OESTRIN 


STILBOESTROL 
OxOID) DIPROPIONATE 


OXOID) PROGESTERONE 
(ONO TESTOSTERONE 
OxOID PROPIONATE 


LITERATURE GLADLY FORWARDED UPON REQUEST 
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Clinical Evidence 
Supporting F “99” 
Treatment for Intractable 
Skin Disorders 


F “99” is the identification given to a con- 
centration of essential unsaturated fatty 
acids of 99.5°, purity and the highest 
achieved standard of biological activity 
(340,000 to 350,000 Shepherd-Linn units per 
gramme). F “99" has proved uniquely 
valuable in cases of skin disorders with a long 
medical history of unsuccessful treatment, in 
this country, on the Continent and in 
Canada. 


Rapid Healing Not Promised 


F “99” is not a drug, but simply a natural 
component of normal human nutrition. It 
cannot heal in a few days a skin disease 
which has persisted for years. The inadequate 
provision of unsaturated fatty acids must be 
slowly made good before decisive results can 
be expected. As an example of what F “99” 
can be expected to do, Prof. P. K., M.D., 
of Zurich, may be quoted on a typical 
disorder, furunculosis 


“ The results obtained, even in cases of 
long standing, are remarkable . . . As 
assistant of the International Red Cross 
Organization, | had the occasion of trying 
F *99° in the war devastated countries of 
Europe on hundreds of patients suffering 
badly from eczemas and boils. Dr. C. 
O., of St. Gall, Switzerland, reports how 


he tried unsuccessfully to combat an | 


epidemic of furunculosis in his clinic. On 
32 patients he tried tar and sulphur baths, 
every kind of ointment and even sulfon- 


amide and penicillin without durable re- | 
sults. A three months’ treatment with | 


F “99” healed all his patients completely.” 


Professional Literature 


Physicians who wish to learn more about 

“99"" are invited to write to the Sole 
Distributing Organization for F “99” in 
Great Britain: International Laboratories, 
Lid., Dept. PR2, 18 Old Town, London, 
S.W.4, for illustrated professional literature. 


Note: There is no equivalent of F“99" in the 
National Formulary, nor is it advertised in 
the Press. 





CREATION OF 
THERAPEUTIC MISTS 
AND THEIR PASSAGE 
FROM ATOMIZER TO 


W. E. COLLISON 


A short article briefly and 
comprehensively covering the subject 


A copy will be posted upon request 
to the Inhalation Institute (no charge) 


Issued by 
THE INHALATION INSTITUTE LIMITED 
87 Eccleston Square 
London, S.W.1! 


TELEPHONE : VIC 1676 











Instrument Repair 
Service 


Now, as for many years, the really speci#list 
House in every type and kind is 


POLDEN’S 


Based on extreme thoroughness in work- 
manship, an unsurpassably good service in 
speed is always available Top priority is 
always given to genuine emergencies. Costs 
are very, very moderate, and the resulting 
doubling, at least, of an instrument's life, is 
an enormous saving. From forceps to stetho- 
scopes, and sphygmomanometers to syringes 
—from A to of all instruments—we 
~pecialise in repairing and supply new 


RE-PLATING — ENGRAVING 
NEW INSTRUMENTS SUPPLIED 
LARGE STOCKS HELD 


10 BURNEY AVENUE 
SURBITON, SURREY 


Telegrams ‘‘Surgical, Surbiton"’ 
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qf markedly effective Ointment 


In Sycosis, Impetigo & Staphylococcal Skin Infections 
and allied conditions 


Long recognised by skin 
specialists as a specific for 
sycosis “ QUINOLOR ” Com- 
pound Ointment, Squibb, pos- 
sesses remarkable antibacterial 
and tissue-healing properties. 
Now an established favourite 
for the speedy relief of super- 
ficial lesions in sycosis barbe 
and vulgaris, tinea sycosis, 
impetigo, epidermophytosis of 
the toes, ete. Varicose ulcers 
and bed-sores are also among 
conditions which are reported 
to have derived benefit from 
the tissue-repair promoting 
properties of the chlor-hydroxy-quinolin as well as the pro- 
longed liberation of oxygen from the benzoyl peroxide 
contained in the soothing antiseptic base of this preparation. 


Compound Qu IN (} LO R Ointment 


1 oz. and 16 oz. jar 


Clinical sample and literature on request’ 


E R. SQUIBB & SONS 


Manufacturing Chemists to the Medical Professior 
17, OLD BOND STREET, LONDON, W.1. 


Established in New York in 1858 


NOW MANUFACTURING AT SPEKE, LIVERPOOL 
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PENCILLIN continues to be the best antibiotic for the 








treatment of most commonly occurring infections. In some 


penicillin-resistant infections, streptomycin, alone or with 


penicillin, can bring about remission. These two sub- 


stances are the most useful of the antibiotics at present 
known. Reliable forms of each may be obtained by 
prescribing the DC(B)L products. 


CRYSTALLINE PENICILLIN G 


Benzylpenicillin (Sodium Salt) of the highest purity 


BUFFERED PENICILLIN DC(B)L ee 
; Allen & Hanburys Ltd., 
in improved presentation of soluble penicillin—more 


stable in solution. 


‘DISTAQUAINE’ G 


brand Burroughs Wellcome & Co., 


7 DISTAQUAINE . FORTIFIED Evans Medical Supplies Ltd 


brand 
* 


*‘DISTAQUAINE’ SUSPENSION imperial Chemical 


brand (Pharmaceuticals) Ltd., 


British Drug Houses Ltd., 


Preparations of procaine penicillin G for administra- 
fon in aqueous suspension. Pharmaceutical Specialities 


STREPTOMYCIN DC(B)L (May & Baker) Ltd., 


Streptomycin sulphate B.P. in vials of one mega unit, ail oe a 
the equivalent of one gramme streptomycin base property of the manufacturer 


Manufactured by 


a!HE DISTILLERS COMPANY, 


LIVERPOOI 
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Introducing 
<q 


PRUVAGOL 


(Diamino-disulphomethyl-fuchsonium sulphonate) 


for the conquest of 


Successful trials in leading British hospitals have enabled 
us to introduce PRUVAGOL for the swift and complete 
relief of Pruritus Vulve without the use of mercurials 
and local anesthetics. 

70 patients complaining of vaginal discharge and 

pruritus have so far been treated, the average duration 

of the complaint being 2 years. The cream was 

applied to the cervix and vagina every second day 

After the first or second application all irritation 

disappeared and in the average case the discharge 

ceased after five applications.” 

Ref.: Non-Specific Cervicitis. B.M.J., 14.7.1951 


Samples and Literature on request 
Prescribed on E.C. 10 Forms In tubes with applicators and special packs for hospitals and clinics 


ALSO PRUVAGOL PESSARIES IN BOXES OF 12 & BOTTLES OF 50 & 100. 


CAMDEN CHEMICAL COMPANY LIMITED 
61 GRAY’S INN ROAD :: LONDON W.C.! 


Sole Agent for india: Messrs CAMA NORTON & CO., 23 Medows St., Bombay 











SE A 


Th all who are interested 
in Iodine—its effects, 
its uses, its possibilities—the 
Chilean Iodine Educational Bureau 
offers information and advice. 
Reviews of selected aspects of 
todine usage are available, including: 


- ew . * CALCIUM AND IODINE DEFICIENCY 
He had a very good night, Doctor’... TRAST MEDIA FOR RADIOGRAPHY 
Doctors know there are very good reasons why DETERMINATION OF IODINE IN FOODS 
Bourn-vita is So successful in inducing deep and DISINFECTION OF WATER 

restful sleep. Malt, cocoa, milk, sugar and eggs 

—these ingredients help the body to relax and ae a ere Sn 


to gain new reserves of energy. Many doctors ' 
themselves round off a long day with a cup of Every endeavour will be made to meet your 
Bourn-vita requests for informaticn. There is no charge 


sleep sweeter-Y) — chilean Z3lamd lodine 
Bourn-vita E Educational Bureau 


Made by Cadburys * 
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PROTEIN 
THERAPY 


in 


ALLERGIC DISORDERS 
pore 
Specific Protein Therapy shows many advantages over the earlier forms of non- 
specific treatment for allergic disorders such as asthma, hay fever, migraine, etc. 
Allergen Diagnostic Test Solutions—Duncan are issued in simple or multiple group 
tests. Comprehensive outfits are supplied containing a 2 cc. bottle of each multiple 
test and provide a valuable method of diagnosing allergic disorders. 


DUNCAN, FLOCKHART «CO. LTD, 


EDINBURGH LONDON 














LYSANTHINE so GRANULES 


For the treatment of 
CHRONIC RHEUMATISM 


COMPOSITION (in percentages) Sodium lodo-Propanol-Sulphonate 
12. Calcium Gluconate 12. Lysidine Bitartrate 9. Sodium Bicarbonate 37. 
Tartaric Acid 15. Citric Acid 6. Sugar 9. Oil of Lemon—gq.s. 


ACTION Sodium lodo-Propanol-Sulphonate, by virtue of its hyperemic 
and lymphagogue action, combats not only the sclerotic processes which 
attack the articular connective tissues, but also the more serious lesions 
accompanying arthritis deformans. Calcium Gluconate is perfectly as- 
similated, well tolerated and non-toxic. Lysidine Bitartrate (methy!- 
glyoxalidine) combines with uric acid to form a salt which is soluble in 
water | in 6 and provides a means of elimination in the urine. 


Supplied in bottles of 60 gm. 


Full details and samples will gladly be sent on receipt of your professional card. 


WILCOX, JOZEAU & CO., LTD. 


74-77, WHITE LION ST., LONDON, N.1. 
and at Temple Bar, DUBLIN 
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PEPTIC ULCER THERAPY 


Successful 
Ambulatory 
Treatment 


™ 

SUCCESSFUL AMBULATORY TREATMENT of peptic 
ulcer has been achieved in clinics and hospitals in several countries for over 
seven years by the use of ROBADEN—a gastro-intestinal extract. Clinical 
reports have been published on hundreds of cases which have benefited from 
this substitution therapy which provides the substances lacking in the stomach 
and duodenum in peptic ulcer. Results achieved by ambulatory treatment with 
ROBADEN usually come near to those obtained by stationary rest—diet cures. 
ROBADEN was introduced in 1944 and reports of its value in peptic ulcer are 
now being further confirmed by similar experiences of physicians in Great 
Britain. 
Symptomatic improvement is often evident after the first few injections. The 
treatment consists in the use of ampoules and tablets. Ampoules are supplied 
in separate form for gastric and duodenal ulcers. Full details and clinical 
references on request. 


The Robaden trade mark is the property 
of Robapharm Laboratories, Basle, Switzer 
land, manufacturers of biological specialities 
to the medical profession. 


Distributors in the United Kingdom and Eire 

WARD, BLENKINSOP & CO., LTD. 

6, HENRIETTA PLACE, tONSBON, W:.2 
Telephone : Langham 318¢ 


A full treatment of ROBADEN will be sent to doctors for clinical use on request. 
Please state whether for gastric or duodenal ulcers. 
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Reducing the “Time-Lag” 


in treating 





Rheumatic Conditions 


ESPITE half a century of painstaking 

research, there is still no unanimity of 

opinion regarding the causation of rheu- 
matic diseases. ‘Treatment is therefore neces- 
sarily symptomatic and directed to the relief 
of pain. 

Massage has long been the treatment of choice. 
But usually in severe cases, adequate massage cannot 
as a rule begin at once; the affected muscles are too 
taut and tender. Days or even weeks may have to 
elapse before the patient can benefit from the stimu- 
lating effects of deep massage. 

This “ time lag ”’ has now been eliminated by the 
use of Lloyd’s Adrenaline Cream. 

Gently massaged into the affected area, the cream 
causes quick relaxation of the tense muscles and 
almost immediate relief from pain. 

Reports of the successful treatment of hundreds of 
rheumatic patients have appeared recently in leading 
medical journals, recommending Lloyd’s Adrenaline 
Cream as the most satisfactory preparation 

Supplies of Lloyd’s Adrenaline Cream are now 
available through Boots, Timothy Whites & Taylors, 
and all pharmacists. 


nnd Lloyd + CoLtd. 


11 Waterloo. Place, London, S.W.1 


Makers of Fine Pharmaceuticals since 1880 
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The 
common 


cold 


Wet and squally weather 
can play havoc with 
many forms of protec- 
tive devices—among 
them that of normal 
nasal function. With this local defence out of 
action, the way is wide open for attack by the 
common cold. In such cases the worst 
symptoms can be allayed by the speedy 
application of ‘ Endrine.’ 


*‘Endrine’ 
Trade Mark 


NASAL COMPOUND 


Tohn Wyeth & Brother Limited, Clifton House, 


Euston Road, 


The three formule provide for 
the treatment of the average 
adult ; children and sensitive 
patients ; and those who prefer 
saline to an oily base. 





* Endrine ’ is available in 
three varieties 
Ordinary - Mild - Isotonic 








N.W.1 


London, 











dormiprin 


the safe sedalgesic 


sedation 
plus 
analgesia 


for insomnia and pain 


in 


FORMULA 
+ Carbromal B.P.C. 150 mg. + Bromvaletone B.P. 
de. Acetylsa!. B.P. 250 mg 
alkalized with Mag. Oxid. B.D’. to minimise gastric irritation 
and Brom, aletone are physiologically harmice= 
OPEN-CHAINt REIDES producing none of the habit forming 
and otber clinically undesirable side-effects of the barbiturates 


10 mg 


“dormiprin”™ 


has no B.P., B.P.C. or N.F. equivalent and may be freely pre- 


scribed as it complies with the relevant recommendations of the Cohen Report 


Clinical sample« 


PRODUCTS LTD. 
J. R. MAYRS & CO 


CLINICAL 
IN EIRE: H 


and literature on request 


CPL RICHMOND 
115 GRAFTON STREET 


ENGLAND 
DUBLIN 
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Advertised to the Medical Profession ONLY 


- PULMO-BAILLY ) 


Constituents Properties 
GUAIACOL .. . — Leucocytogenetic and Expectorant 
CODEINE ere +» « + & « «= 6-0) Gee 
PHOSPHORIC ACID. + « « « « « «+ Tonic and Restorative 
PULMO BAILLY restrains broncho-pulmonary infection, facilitates 


elimination of bronchial secretions, soothes irritating and fatiguing 
cough, restores appetite, nervous and physical tone. 





Important in :—Bronchitis and broncho-pulmonary affections, Influenza, 

Bronchiectasis, Tracheitis, Chest congestion of the aged. 

Packings : Bottle of 90 c.c. Dispensing packs: 16 and 80 fluid ounces 
Clinical Sample and Literature on request 


BAILLY LTD., LONDON 
Sole Concessionaires ;: BENGUE & CO., LTD. 
Manufacturing Chemists 
MOUNT PLEASANT, ALPERTON, WEMBLEY, MIDDLESEX 














Pirglas 
VITA-E 75 1.U 


GELUCAPS 


(Vitamin E ) 
in the treatment of 


Cardiovascular-Renal Diseases 


Each Gelucap contains a concentrate of natural esters (d,alpha-tocopherol 
acetate) from vegetable oils, type VI, equivalent to 75 mgm d.l. alpha- 
tocophery! acetate) 

This therapy is today extensively prescribed in the U.K 
Also available a complete range of endocrine and endocrine-vitamin pre- 
parations including BIOGLAN-A/R capsules for rheumatism, arthritis, 
rheumatoid-arthritis and fibrositis (based on the same cortical principle as 


CORTISONE and ACTH). 
THE BIOGLAN LABORATORIES LTD., HERTFORD, HERTS. 


1 “ : - ° GUFFLEY 2187 
el Address: “ BIOCLAN TOLMERS Literature on request Phone: €U 
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Irgapyril 


Amidopyrine 15% Sod. 3.$-d:ono-1 2-dipheny!-4 
duty! prrazohdine 19% in 5 cc. sterile sol 


anti-inflammatory 


analgesic 


for the treatment of 


ail-aiaar tal @maelalelialelars 


in tubes of 5 and 50 ampoules. Literature and samples on request from: 


PHARMACEUTICAL LABORATORIES GEIGY LIMITED 
NATIONAL BUILDINGS PARSONAGE MANCHESTER, 3 


PHI9C 
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in urinary-tract 


infections 


*‘ Mandelamine’ is effective against a wide range of 
organisms commonly encountered in urinary-tract infections. This 
effectiveness is rarely, if ever, marred by the development of drug- 
resistance, and organisms that are already resistant to the sulphonamides 
or streptomycin remain fully susceptible to ‘Mandelamine’. 
* Mandelamine’ therapy is safe and simple—3 to 4 tablets t.i.d. Neither 
regulation of diet or fluids nor accessory acidification of the urine is 
required (except when urea-splitting organisms are present), and 


undesirable side-effects occur so infrequently as to be negligible. 


4 N DE 4 Each enteric-coated tablet contains 
0-25 g. (gr. 71) methenamine mandelate 


MENLEY &@ JAMES, LIMITED, COLDHARBOUR LANE LONDON, S.E.5 


* * Mandelamine’ is the registered trade mark of Nevera Chemical Co., Inc., New York 
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The first step in all Nervous Affections — 


ELIXIR GABAIL 


This distinctive product has won a__ standing therapeutic qualities of the 
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disagreeable and nauseating features achievement of sedation without 
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which so often invalidate the out- recourse tobarbiturates or narcotics 


Dosage: One tablespoonful . Supplied in bottles of 187e.., 
in water twice or thrice y 

1607., and in bulk for di 
daily. For Insomnia: Two 

f 


tablespoonfuls at bedtime. vensing and hospital use 
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literature and Sample from the Distributors 


THE ANGLO-FRENCH DRUG CO., LTD. {1-12 Guilford Street, London, W.C.! 
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When male hormone is indicated 
‘ORAVIRON’ *TESTOVIRON’ 


METHYLTESTOSTERONE B.P TESTOSTERONE PROPIONATE 8.P 


{in tablets for buccal (trans-mucosal) as an injection for parenteral ad- 
administration) ministration 


are the alternative forms of therapy 


*ORAVIRON " is methyltestosterone, the most powerful androgen available 
for oral or buccal administration. Where male hormone is required in normal 
doses, it is often more convenient to prescribe it in the form of tablets, keeping 
the injectable * TESTOVIRON ° (testosterone propionate) for cases requiring 
large amounts of androgen over a short period, or for initial therapy. 

The physiological and therapeutic effects of the two preparations are identical, 
* Testoviron * by injection being approximately twice as potent, weight for weight, 
as * Oraviron * by buccal administration. 

Descriptive literature on the uses of * Oraviron * and * Testoviron * will gladly 
be sent on request to : 


British Schering Limited 
229-231 High Street, Kensington, W.8 tel: WEStern8111 
$B 45/5) 
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“CELLANBAND”’ A ventilated dressing of the 


Unna’s Paste type, which will 
allow the escape of free exuda- 


ZINC PASTE tion and thus prevent develop- 
BANDAGE ment of troublesome derma- 


titis. Indicated for Varicose 

Ulcers, Phlebitis, Lymphangitis 
B.P.C./N.H.S. and in certain orthopaedic 
cases. 











4inches x7 yards 


For your prescriptions 


““VARIBAN”’ 
Recognized as a very success- ELASTIC 


ful treatment of varicose con- 


ditions of the leg. They are ADHESIVE 
also indicated for Strains, BANDAGE 


Fractures and general ortho- 


paedic cases B.P.C./N.H.S. 


PRODUCTs OF Ciuxson Gortahd sl kta. OLDBURY, BIRMINGHAM 









































Available on the National Health Service 


CLINITEST Si 


TRADE MARK 


The handy pocket set for 
urine-sugar analysis 


“i 


Complete, compact and clinically dependable, 
*Clinitest " urine-sugar analysis set assists diabetic 
patients to carry on a normal, active life. This 
res0e wens 


one-minute tablet test needs no external heating Approved by the Medica: Advisory Committee 
and gives colours which are easy to compare of the Diabetic Association 

with the ‘Clinitest’ colour scale. 10 ycars Complete Set including %6 tablets . . . 10/- 
successful use in many countries, backed by Refill bottles (36 tablets ) core 
extensive clinical research, gives practitioners Supplies always available at your chemist. Medical 
and patients every confidence in the reliability ferature available on request to the sole distributor 
of * Clinitest* (Brand) Sets and Reagent Tablets DON S. MOMAND LTD - 58 ALBANY STREET, LONDON, N.W.1 
They comply with official specifications for initiated lithe bod. Brideced 
appliances and reagents for urine-sugar analy - ® Sexth Wales, enter ticonce from heme C ompany, Inc. 
which may be prescribed on Form E.C.10 
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ELIXIR CEREVON provides for the first time in this country, 
FERROUS GLUCONATE, the ferrous salt of d-Gluconic acid con- 
taining 11.5°, Iron, 95°, of which is in the ferrous state. 
Ferrous gluconate is more readily assimilated and utilised for 
haew opoivsis than ferrous sulphate and is well 

tolerated, even in patients who experience 

nausea und gastric upset after 

taking ferrous sulphate. 


The above case report indicates that ELIXIR 
CEREVON produces a sharp reticulocytic response and 
rapidly restores the erythrocytic blood pictu t 
normal 


ELIXIR CEREVON also contains Aneu- » r 
rine Hydrochloride, Riboflavin’ and I: | IXiR 
A 4  § 


Nicotinamide for the treatment of 


: : nae ’ N ‘ if 
microcy ti hypoc hromic ansaemias accom- | 4 4 
panied by Vitamin B deficiencies. y 4 1 








MEDICAL DEPARTMENT, CALMIC LIMITED. CREWE. Tel: Crewe 


CALMIC LIMITED: Manufacturing Chemists CREWE HALL+ CREWE 
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Although the adage * life begins at forty may be true 
in theory, it is in practice that we realise that it is not 
long before the difficult milestone of the menopause 
is reached. The years of stress may be eased by the 
timely administration of a preparation designed to 
counteract the depression, nervous phenomena, and vaso- 
motor disturbances so troublesome to women patients. 


Euvalerol M contains an odourless preparation of 
valerian with } grain (16 mg.) phenobarbitone and 0°! mg. 
stilbeestrol in each fluid drachm. Its use is followed by 
marked diminution of symptoms and rapid restoration 
of emotional balance. 


EUVALEROL M 


In bottles of 4 ant 8 fluid ounces 


Literature on application. 


ALLEN & HANBURYS 


WES 
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Why you should prescribe 








ROTER GASTRIC ULCER TABLETS 


Give Immediate Symptomatic Relief —Long-Term Benefit 


Rapidly extending clinical experience clearly indicates the out- 
standing therapeutic success of ROTER in peptic ulcer. 


ROTER promptly abolishes subjective manifestations such as 
pair, discomfort and nausea. 

Accelerates healing, without undue dietary restrictions. 
Provides a true ambulatory treatment which is entirely free 
from the risk of unpleasant side-effects. 

Often obviates hospitalisation or surgical intervention 


ROTERCHOLON 


Provides a New Type of Hepato- Biliary Therapy 


ROTERCHOLON gives a new and remarkably efficient 
approach to the treatment of cholecystitis, cholangitis and 
associated conditions. 


ROTERCHOLON has an unusually potent choleretic and 
cholagogic action. 

Possesses biliary antiseptic, sedative and mildly laxative 
properties. 

Stimulates digestive function and favours assimilation of fat 
and fat-soluble vitamins. 

Thus it relieves inflammation of the biliary tract, inhibits for- 
mation of calculi and gives marked symptomatic relief. 


Literature on, and a clinical trial supply of, the above products will be gladly 


sent on request 


} -A: ] ° R LABORATORIES LIMITED 


179 HEATH ROAD - TWICKENHAM - MIDDLESEX 
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ELASTOCREPE complies’ with 
the Drug Tariff specification for 
“Cotton crepe bandage” and 
may be prescribed by name. 


* Three widths are available 
for the N.H.S.— 23”, 3” and 4” 


by 5 yards stretched. 


ELASTOCREPE is made in England by 1 


Outside the British Commonwealth Elast« 


ELASTOCREPE | vasic. 


oh, 


* PRESCRIBE IT 
BY NAME OW ALL 
SCRIPTS WHEN 
COTTON CREPE 
BANDAGE 
IS REQUIRED 


NEPHEW LTD., HULL. 
| ensocrepe 
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For the relief of 


Spasmodic and unproductive coughing . . . 


IPECOPAN 


an association of alkaloids of ipecacuanha and 
opium, which loosens bronchial secretion and 


exerts a sedative action on the cough centre. 


MALTED TABLETS ORAL SOLUTION 


Literature and samples available on request. 


ANDOZ 


SANDOZ PRODUCTS LIMITED 


134, Wigmore Street, London, W.1. 
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FIBROSITIS 


Circulatory Progress 


A new approach to vaso-dilatation in the 


treatment of rheumatism and « !lied conditions. 


*ALGIPAN’ is a new and highly 
efficient surface-action cream for the 
relief of pain in such conditions as 
rheumatism, fibrositis, muscle spasm, 
strains and sciatica. Its success is 
due to the use of the penetrative 
agent methyl nicotinate. This en- 
ables the powerful vaso-dilator hista- 
mine to reach deeper tissues below 
the skin and induce a prolonged, 
pain-relieving hyperemia. The glycol 
salicylate and capsicin exert a com- 
forting rubefacient action. 


The triple penetrative, warming and 


pain-relieving effect makes * Algipan’ 








valuable for all tvpes of rheumatic 
and muscular pains, whether acute or 


chronic or arising from Sstrain ol 


injur\ Only very gentle surface 


friction is required. 


‘Algipan " 


*Trade Mark 


JOHN WYETH & BROTHER, 


LTD., CLIFTON HOUSE, 
* The Trade Mark is the property of Laboratoires Midy, 


EUSTON ROAD, 
Paris 


LONDON, N.W.1! 
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For Safe 


and acceptable 


Sulphonamide Therapy! 


‘ Cremotresamide* reduces the incidence of 
crystalluria—the primary factor causing renal 
complications in patients undergoing 
sulphonamide therapy. 


* Cremotresamide’ produces and maintains highly 


effective blood levels. 


* Cremotresamide’* combines low toxicity, excellent 


tissue distribution and good therapeutic efficiency. 


‘ Cremotresamide’ is particularly acceptable to 


children, but will be found useful in all age groups. 


Descriptive literature, clinical package and practical 


dosage card gladly forwarded on request 


Sharp & Dohme Ltd., Hoddesdon, Herts. 


___ __ (SHARP) 
DOHME/ 


Cremotresamide 


Triple Sulphonamide Suspension 
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In the aged... 


In old people the advent of de- 

pression may easily be mistaken th t | 

foran exacerbation of the symptoms € cen ra 
usually associated with the declining 

physique. 

The apparent hopelessness of such a nervous 
condition is relieved entirely by ‘ Dexe- 

drine’ Tablets. This central nervous , 

stimulant of choice dispels the character- stimulant 
istic chronic fatigue, and causes the desired 

amelioration of mood without inducing 

significant cardiovascular side-effects — an of choice 
important consideration in the treatment of 

depression in the aged patient. 


‘Dexedrine ’ tablets 


Each tablet contains 5 mg. dextro-amphetamine sulphate 


MENLEY & JAMES, LIMITED, COLDHARBOUR LANE LONDON 


r Smith Kline & French International Co., owner of the trade mark ‘ Dexedrine 
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MACFARLAN’S 
SPECIALLY PURIFIED 


ANAESTHETIC 
CHLOROFORM 


For nearly a century 


Outstanding among anaesthetic agents 


J). F. Macrartan & Co. Lp. 


109 ABBEYHILL, EDINBURGH 


and 


8, Elstree Way, Boreham Wood, Herts. 
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Bronchitis 
Winter Cough and 


Sequelae 


There is a vast amount of evidence of the most 
positive character proving the efficacy of Angier’s 
in sub-acute and chronic bronchitis. It not only 
relieves the cough, facilitates expectoration, and 
allays inflammation, but it likewise improves 
nutrition and effectually overcomes the constitu- 
tional debility so frequently associated with these 
cases. Bronchial patients are nearly always pleased 
with Angier’s and often comment upon its sooth- 
ing, “comforting” effects. The unique soothing 
properties of Angier’s, its favourable influence 
upon assimilation and nutrition, and its general 
tonic effects, make it eminently useful both during 
and after influenza. It has a well-established 
reputation for efficiency in relieving the trouble- 
some laryngeal or tracheal cough, ccrrecting the 
gastro-internal symptoms and combating the ner- 


vous depression and debility 


Angier’s Emulsion 


THE ANGIER CHEMICAL COMPANY LIMITED, 86, CLERKENWELL ROAD, LONDON, E.C.1 
































ANNOUNCEMENTS 





—— 











Available through the Medical Profession only 


BEREX 


Reg. Trade Mark 


SUCCINATE-SALICYLATE 
THERAPY 


Licensed under DOLCIN Patent. Patented in Great Britain 642971 
V 
IN TABLET FORM 
For the relief of symptoms 
and aid in the control of the systemic metabolic 
disturbances found to be associated 
with Arthritis and all Rheumatic 


disorders 


INDICATIONS FUNCTION 


- Rheumatic Fever. A stimulating effect on cellular 
. Articular Rheumatism respiration and respiratory en- 
(including Rheumatoid and zyme systems, together with an 
Osteo- Arthritis). increase of oxygen utilisation 
. Non-articular Rheumatism by the tissues (impairment in 
(including Fibrositis, Neu- tissue oxygenation having been 
ritis and Sciatica). demonstrated in arthritis). 
(Arthritis associated with the Since Berex is non-toxic it may 
menopause, be prescribed whenever massive 
. Gout. salicylate therapy is indicated 


BEREX combines the following advantages : Prompt relief 
of symptoms ; correction of impaired tissue oxidation ; ob- 


viation of salicylate toxicity; suitability for protracted 
administration. 





Professional sample and literature on request to: 


BEREX PHARMACEUTICAL CO. 
MEDICAL DEPARTMENT, 109 JERMYN STREET, LONDON, S.W.1 


— 
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In the management of gastro-intestinal 

disorders associated with hyperchlor- 
hydria, ** Milk of Magnesia’ Tablets have proved 
of outstanding value. 


Exerting an immediate and prolonged neutralis- 
ing action, ‘ Milk of Magnesia’ Tablets offer a 
valuable prescription to the physician for the 
treatment of simple digestive upsets, including 
gastritis and duodenitis, and equally so, for those 
cases where frank ulceration has occurred. 


Pleasantly mint flavoured and conveniently 
portable, they are always ready to hand when- 
ever the need of alkalisation arises. 


‘Milk of Magnesia’ 
HUNNQUQQUUUUUEENOANTAAEAUUUOOOOUU EAL NATA T A B L k T % QUUANUOUULUUUUUUUELUAANNONNNNENUOIOOIOHT TTT 


Available in bottles of 30, 75 and 150 tablets. 


Tela H Blip, Comical Co Lo 


1, WARPLE WAY, LONDON, W.3. 


4 


WINK 


H)UIUALNNUVUUDANIIU EGAN DANN 


FNNNUOUUEOOONNNUAUUOOUAADAALAUUUUUO 


TMM 
** Milk of Magnesia’ is the trade mark of Phillips’ preparation of magnesia. 





ANNOUNCEMENTS 








A major problem in therapeutics is the satisfactory 
control of the non-productive cough and the 
limitation of the productive cough. For this pur- 
pose the combined sedative action of Bromoform 
and Codeine is most effective. In Crookes 
Bromoform Co. they are presented together 
with extracts of Senega, Wild Cherry, and 
Krameria in a demulcent base. This potent 
therapeutic combination, which is pleasing to 
the taste, is suitable for patients of all ages and 
not only successfully controls the cough but also 
relieves the associated congestion and discomfort. 


CROOKES 


BROMOFORM C 


z.,4072., 1602. and 80 0z. bottles. Samples and descriptive literature will be sent onrequest 


Ys Gm LABORATORIES LIMITED ~- PARK ROYAL + LONDON N.w.to ) 
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IMPROVED 


PRESENTATION 


HARVEY 


1578—1657 


This scientist and doctor of medicine rose to great eminence and became Physician 


Extraordinary to James I. He is 


the blood and his dis 


Fe IRON DEFICIENCY ANAEMIAS, 
ferrous sulphate is universally 
accepted as the most efficient com- 
The 


improved method of presentation in 


pound for oral administration. 
* Plastules ’ ensures maximum absorp- 
tion and utilisation. The tasteless, 
easy-to-swallow capsules rapidly dis- 
integrate and the ferrous sulphate 
in a semi-solid condition is quickly 
avoidance of 


absorbed, with 


most famed, however, for his research work on 


ywery of its circulation. 


gastric irritation. The addition of 

Folic Acid stimulates production of 
~ ‘ 

erythrocytes, and the dried yeast 


increases appetite and_re-inforces 
the action of the iron. 
‘ Plastules’ are available in four vari- 
eties: Plain; with Liver Extract; with 
Folic Acid ; and with Hog Stomach. 
*‘PLASTULES’ 
Trade Mark 
HHEMATINIC COMPOUND 


| Wigeth | 


JOHN WYETH & BROTHER LTD 


CLIFTON HOUSE 


EUSTON ROAD - LONDON, N.W.: 
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for the prevention 
and treatmentof 
cracked nipples 


— fa sse 


NIPPLE CREAM... 


@ used after each nursing — helps 
and allantoin 2% 
in 0 coun ee prevent tender nipples, fissures, 
Supplied in ' Pisle titer me lileMurtiaia| Me Mr tie tas 
| oz. tubes healing of cracked nipples and re- 
duces the probability of breast 
Talia ateli 


tha 14f 


contains 
9-amino acridine 0.0695 


@ used during the last trimester of 
pregnancy — keeps the nipples 
pliable and resilient, and is useful 
in massaging out flat or inverted 


nipples 


@ easily applied by the mother — is 
readily absorbed and non-toxic; 
does not interfere with nursing 


LITERATURE ON REQUEST 




















A new approach in the treatment 
of children with the vitamin B 
complex is provided by Befortiss 
Elixir. This is a pleasantly flavoured 
preparation which children readily 
accept, when capsules, tablets and 
less palatable fluids might be resisted. 








BEFORTISS 
ELIXIR 


The vitamin B complex 
in a pleasant fluid medium 
4 fl. oz. 7/65 40 fl. 02. 63/- 
less usual Professional discount 
Sample and literature on request. 


VITAMINS LTD. (DEPT.D27;, UPPER MALL, LONDON, w.é 
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‘SULPHAMEZATHINE’ 


SULPHADIMIDINE B.P. TRADE MARK 


‘Sulphamezathine ’ has a wide range of antibacterial action, and can 
be used wherever a sulphonamide is indicated. Toxicity is exceptionally 
low, and nausea, vomiting and other common reactions are rarely 
encountered. Renal complications do not occur. ‘Sulphamezathine ’ 
is considered by many to be the drug of choice for children and 
elderly patients. 


Available in the form of tablets (0.5 gm.) ; lozenges ; SSS and as the 
Sodium salt in sterile solution jor parenterai 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LTD. 
A subsidiary company of Imperial Chemical Industries Lid) WILMSLOW, 
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VITAMIN A 


‘RO-A-VIT’ 


BRAND TRADE MARK 





Stable - Highly-concentrated 


In packings of 30 and 200 tablets 


Each tablet contains 50,000 internationa! un'ts of synthetic Vitamin A 


38) 35 | ROCHE PRODUCTS LIMITED 
5 Welwyn Garden City, Herts 
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When chronic worry retards recovery .. . 


Chronic worry frequently stands stub- 
bornly in the way of a patient’s recovery 
from illness and forms a troublesome part 
of the total clinical picture. ‘ Drinamyl’— 
of ‘ Dexedrine’ 


a balanced combination 


and amylobarbitone — will help you to 


*‘Drinamyl’ is available, on 
prescription only, in bottles 


of 25 tablets. | 


Further information is available on request 
MENLEY & JAMES, LIMITED, 


for Smith Kline & French International Co., 
DLP71I 


COLDHARBOUR 
owner of the trade marks ‘Drinamyl’ and ‘Dexedrine’ 


combat this problem since it modifies 
extremes of behaviour and brings about an 
improved outlook, thus enabling the 
patient to cope more readily with day to 
day difficulties. During this period the 


relief of symptoms isa stimulus to recovery. 


“DIVO AW b 


is remarkably helpful 


LANE, LONDON, $.&.5 
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which place HYPON Tablets in the fore-front of analgesics 
and antipyretics. 


@ A balanced formula which provides a high degree of synergistic 
action. 


@ Full therapeutic effect of the combination of Acetylsalicylic 
Acid, Phenacetin and Codeine Phosph. 


@ Speedy disintegration and absorption. 


@ The counter-action of the side effects of depres- 
sion by the inclusion of Caffeine. 





@ The avoidance of constipation by a minimal 
dose of Phenolphthalein. 
T AB 





Please address enquiries to :— 
MEDICAL DEPARTMENT, CALMIC LIMITED, CREWE HALL, CREWE 
TELEPHONE: CREWE 3251 (5 lines) 


PIPL ST 
MianufactitinGemetere Le 
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NOL! is often the answer to one side of 

_ the Asthma puzzle—the problem of 
symptomatic treatment. 

_ The powerful anti-spasmodics ephedrine and 
theophylline and the sedative ‘Luminal’ are combined 
to provide balanced and effective action, both in 
preventing night attacks and in providing 
daytime control. 

When prolonged treatment is necessary, 
*FRANOL’ remains continually effective at the 
same dosage and is not habit-forming. 


Write for detailed 
medical literature. 


Trade Mark 


GEEEED  proovcrs iro., ninssway, Lonoon. w.c.2 
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Assistance for the busy 
Practitioner 


The Energen Dietary Service offers to the Profession 
SUPPLIES OF DIET CHARTS 


in a form convenient for handing to patients. 


A FILING BOX 


containing an indexed supply of standard dietaries for many 
common ailments. 


SPECIAL DIETARIES 


prepared to suit the nceds of individual patients on receipt of 
appropriate particulars from the patient’s medical attendant. 


INFORMATION 
on all aspects of diet and nutrition. 
rN ANY OF THESE SERVICES ARE AVAILABLE FREE 
pe OF CHARGE TO REGISTERED PRACTITIONERS 
on application to 
ENERGEN DIETARY SERVICE (Dept. C.40) 65, POUND LANE, LONDON, N.W.10 








Special Di 

——— Special Diets 
Special diets are ordered in the treatment of many illnesses, 
and in some cases foods that normally supply the B vitamins 


are restricted. Supplements of these vitamins may there- 
fore be required. 


Many authorities consider it an advantage to give a natural 
source of the vitamin B, complex, in which the individual 
factors are present in balanced amounts. Marmite is a yeast 
extract which provides naturally occurring B, vitamins, 
and it is therefore frequently prescribed as a dietary 


supplement. 


YEAST EXTRACT 


Contains 
RIBOFLAVIN (vitamin B,) |.5 mg. per oz 
NIACIN (nicotinic acid) 16.5 mg. per oz. 
Obtainable from Chemists and Grocers 











Special terms for packs for hospitals, welfare centres and schools 


Literature on request 


THE MARMITE FOOD EXTRACT CO., Ltd. 35 Seething Lane, London, E.C.3 
5109 
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Relief of pain __ 


“ 


= 
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| HYPERTENSIVE 
> HEADACHE 


Headache associated with hypertension is 
often of psychological origin and may be 
treated by reassurance and an atmosphere 
of confidence. Severe paroxysmal head- 
ache, especially in malignant hypertension 
may, however, be very difficult to relieve. 
. EDRISA hy In these cases ‘Edrisal’ is often of value; 
its dual action relieves pain and ameliorates 
the dual-action analgesic : 
mood, relieving depression and lessening th« 
relieves pain — elevates mood patient's preoccupation with his symptoms 


Each tablet contains : Amphetamine (‘ Benzedrine’) sulphate 2-5 mg 


4 


acetylsalicylic acid 160 mg. (gr. 24), phenacetin 160 mg. (gr 


MENLEY & JAMES, LIMITED, COLDHARBOUR LANE LONDON 
for Smith Kline & French International Co., owner of the trade marks ‘ Benzedrine’ and * Edrisal’ 
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CO-OPERATION is quickly established between 
young patient and doctor when GLUCOVITE 
is the tonic prescribed. 

Its delicious flavour and attractive appearance 
are universally popular with children (and, it 
ae not be out of place to say, with adults, 
too?). 

Adherence to the dosage time-table, so impor- 
tant in tonic therapy, thus presents no problem. 
GLUCOVITE combines vitamins A & D with 
glycerophosphates of manganese, sodium and 
potassium and ferric pyrophosphate in a deliciously 
palatable elixir. It has long been a firm 
favourite with doctors who have experienced its 
high acceptability and therapeutic effectiveness. 


Climcal samples and literature 
gladly, on request. 


GLUCOVITE 


TONIC ELIXIR 


Vitamins A & D with glycerophosphates and iron. 


0 
0 
0 
0 
0 
0 
9 
9 
9 


HOUGH HOSEASON & CO. LTD. - CHAPEL STREET - MANCHESTER 19 
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Systematic treatment of 
TRICHOMONAL 
VAGINITIS 


\HOUGH some cases of trichomonal vaginitis apparently 

respond successfully to treatment with certain medica- 
ments, relapses—often due to re-infection—frequently occur. 
In order to bring about a complete and rapid cure it has 
been stated that an antiseptic with penetrating powers is 
essential. Penotrane (phenylmercuric dinaphthylmethane 
disulphonate) exhibits such powers and a planned course 
of treatment with Penotrane Pessaries (0°02%) enables 
systematic therapy to be carried out conveniently and 
simply—even during menstruation. Treatment is gradually 
relaxed as symptoms subside, but can be adjusted to 


minimise risk of relapse. 
Ref. Brit. Med. J., 1951, ti, 452. 


Copies of a new folder entitled 
“Advances in the Treatment of Trichomonal Vaginitis” 


are available on request. 


Packing: Boxes of 12 and 100 Pessaries, 








TRADF MARK 


WARD, BLENKINSOP & CO., LTD. 


6, MEN RLE TTA PLAC E, LONDON, Wil. 


LANgham 3185 Duochem, Wesdo, London, 


Makers of Ekammon for Safer Salicylate Therapy 
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The House of Wander continues to maintain its 


Research advanced position in pharmaceuticals and quality 


food products because strict standardization ol 
all ingredients during manufacture is backed by constant control and research in 
its extensive research laboratories 





q 2 The,Wander research chemists’ have made_im- 
In Qua ity portant contributions in the fields of dietetics, 
nutrition and vitamins. Devoted constantly to 
the specialized study of food research, their wide experience and up-to-date 
laboratory facilities ensure that the quality of Malt Extract and Cod Liver Oil 
(Wander) is of the highest obtainable standard—in fact, its vitamin content ex- 
ceeds that of the analogous B.P. preparation. 
The special consideration of physicians when prescribing a malt and oil"prepara- 
tion is that of vitamin values. Comparative studies prove that to prescribe 
“Wander” Brand is to specify malt extract and cod liver oil of the finest possible 
quality. 








And Economy laboratory work maintain “Wander” 

Brand in the forefront of its class. 
Moreover, with all its special advantages, “Wander” Brand costs no more than 
some malt and oil preparations with a lower vitamin content. And since its 
vitamin content exceeds B.P. standards, it may be prescribed without restriction for 
therapeutic purposes on N.H.S. scripts, thus: 
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Stand No. 101, London Medical Exhibition, November 19th-23rd. 1951 
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London Medical Exhibition, 
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LTHOUGH acetylsalicylic acid is 

one of the most popular and effective 
non-narcotic analgesics available, its use 
has frequently been discarded by the 
physician in view of the possibility of its 
irritating the gastro-intestinal tract. 
‘Alasil’, however, helps to overcome this 
objection by providing the beneficial 
therapeutic effects of acetylsalicylic acid 
in such a form that it is acceptable even by 
delicate or disordered digestions. This 
tolerability is due to the fact that ‘Alasil’ 
combines acetylsalicylic acid with ‘Alocol’ 
(Colloidal Aluminium Hydroxide), an 
effective gastric sedative and antacid. 
For these reasons ‘Alasil’ is an analgesic, 
antipyretic and anti-rheumatic, which can 
be administered with complete confidence 
in all the conditions in which such an 
agent is indicated. It is so well tolerated 
that its use can be continued to the desired 
extent. 


Mlasil 


A supply for clinical trial with full 
descriptive literature sent on request. 
A. Wander Ltd., 42 Upper Grosvenor St., 
Grosvenor Square, London W.1. 
A Product of the 
‘Ovaltine’ Research Laboratories 


As ‘Alasil’ is a purely ethical product and not 
advertised to the public, it can be prescribed unde 
the N.H.S. on Form E.C.1o. 

M.321 
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‘Tabloid’ ‘Methedrine’ is of outstanding value 
in the symptomatic treatment of depressive 
mental states. It is therefore particularly useful 
in overcoming the apathy of the unco-operative 
patient. 

An amphetamine derivative, it produces a more 
rapid onset of effect and acts for a longer 
period of time than other members of the 
group. ‘Tabloid’ *‘Methedrine’ is issued as 
compressed products of 5 mgm., in bottles of 
25, 100 and 500. 


‘TABLOID: ‘METHEDRINE:? 


d-N-METHYLAMPHETAMINE HYDROCHLORIDE 





BURROUGHS WELLCOME @ CO. (THE WELLCOME FOUNDATIONLi TO) LONDON 
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GLANOIDS 
LIVER & YEAST 


concentrate 


combining liver extract, 
yeast, vitamins B, and B, 


Nutritional adequacy is a fundamental requisite for normal 


convalescence. 


“GLANOID” LIVER AND YEAST CONCENTRATE is an excellent 
nutritional adjuvant, not only because of the nutritional factors 
it contains, but also because of its tonic effect and stimulating 
action on the appetite. It hastens convalescence and helps 
overcome lassitude, fatigue and malaise. Furunculosis and in- 
flammatory or ulcerative lesions of the mucous membrane may 


yield also to Liver and Yeast therapy. 


“GLANOID” LIVER AND YEAST CONCENTRATE is _ absorbed 
rapidly and its physiological stimulating effect is noted 


promptly. 
Packed in 4, 8 and I6 oz. bottles. Ample supplies available. 


Write for literature and samples :— 


Telephone 
CLERKENWELL 


9011 THE ARMOUR LABORATORIES 


Telegrams: (ARMOUR & COMPANY LTD.) 
— LINDSEY STREET, LONDON, E.C.I 


London 
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Releasing the Tension! 


In the symptomatic treatment of the many disorders 
resulting from nervous stress, sub-hypnotic doses of 
‘AMYTAL’ ease the tension, They provide a mild 
sustained cerebral depression without diminishing 
intellectual capacity. Independent of normally func- 
tioning kidneys for their elimination, sedative doses 
of ‘AMYTAL’ are entirely destroyed within the body 
each day. The cumulative effect of longer acting 
barbiturates giving rise to daytime drowsiness, 
irritability and mental confusion—is thus not ex- 
perienced with ‘AMYTAL.’ To relieve nervous 


tension without jeopardising daytime alertness 


the physician can sately prescribe *‘AMYTAL.’ 


= AMYTAL — 


E 


ll AMYLOBARBITO! 
TRADE MARK 


ELI LILLY AND COMPANY LIMITED ~- BASINGSTOKE - HANTS 
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On September 23, His Majesty the King underwent an operation for 
resection of the lung. The bulletins that were issued from Buckingham 
Palace at decreasing intervals recorded a postoperative phase free 

The from any complications and a rapid progress towards recovery. 

King ‘Today we can rejoice with his subjects in every part of the world 

at the prospect of his restoration to health. 

King George VI has ruled Britain and guided the affairs of the British 
Commonwealth of Nations during the most critical years of the world’s 
history. Called suddenly to the throne, a comparatively unknown young 
man, he has won a respect and affection not excelled by any of his pre- 
decessors. His courage has inspired us in danger. His fortitude has en- 
couraged us in adversity. His unsparing devotion to duty, despite the ill- 
health that has weighed him down during the last few years, has won our 
universal admiration. 

That the King has withstood two severe operations within the last three 
years, and is now entering what we all hope will be a period of renewed and 
unbroken health, is a matter for general thanksgiving. Knowing the 
heavy burden of responsibility they carry, the medical profession has felt 
the greatest sympathy for the doctors responsible for the King’s health. The 
Practitioner would offer them the congratulations—-and the thanks—of all 
its readers. 


At this time of the year diseases of the ear include some of the most worrying 
cases with which the man in general practice has to deal. Whilst there is 
something peculiarly satisfying, both to patient and doctor, 

The in a case of acute otitis media which responds immediately 
Symposium and completely to treatment, equally there is nothing more 
disastrous than the case which ‘goes wrong’ and leads on to 

some serious complication. The first three articles in the symposium this 
month therefore deal with some of the more important problems which the 
practitioner encounters in treating infections of the ear, and all three 
authors have discussed their subjects in an eminently practical manner 
which will be appreciated by the practitioner. The second three articles 
deal with the equally important, though fortunately less frequent, problem 
of deafness. Undoubtedly one of the most impressive surgical advances of 
recent years has been the operative treatment of otosclerosis. The results 
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in the right type of case are so dramatic that it is obviously essential that 
every general practitioner should be able to select the suitable case and refer 
him immediately to an otologist for an expert opinion. Out of his long ex- 
perience with the disease and its surgical cure, Mr. Terence Cawthorne has 
summarized the rationale of the operation, its indications and its limitations, 
in a way which will appeal to all practitioners. Professor Ormerod’s article 
on ‘hearing aids’ will go far to clarify the mystery which has tended to 
surround the official ‘aid’, and it will allow practitioners to deal with the 
many awkward questions with which they are confronted by users of these 
aids. 


TIME was, and not so very long ago, when house officers wrote all their own 
case histories, whilst their chiefs wrote (or dictated) all letters to doctors 
at their own homes (or consulting rooms). These may, 

Administrators or may not, have been the ‘good’ old days, but the 
or Doctors? midnight oil burnt by both house officers and chiefs 
did mean that they became fully conversant with the 

details of their patients’ cases. In those days, the same principle applied 
in all hospital departments: the matron, the pharmacist, the steward, and 
the house governor all found time to run their departments with a minimum 
of delegation, a maximum of accessibility to all who might want to see them, 
and an authoritative acquaintanceship with the details of their departments 
which led to both efficient working and mutual cooperation. In the immediate 
pre-1939 days a tendency to simulate civil service methods and increase 
staff became evident, but the need for financial caution came to the support 
of those who realized the inevitable sequel if hospitals were to be run on 
Whitehall lines. That the fears of these wise physicians and surgeons were 
not without justification has become all too evident since 1948. Although this 
increase in administrative staff has become obvious to all associated with 
hospitals, authoritative figures have hitherto been lacking. These figures, 
however, are now available in the recently published eleventh report of the 
Select Committee on Estimates. In one regional hospital board, administra- 
tive and clerical staff has increased by 63 per cent. between 1948 and 1951, 
whilst in a London teaching hospital the house governor’s clerical and 
administrative staff has increased from 40 before the 1939-45 war to over 
200 at the present day. In terms of hard cash, the increased staff in the 
region referred to involves an increase in salaries from £319,963 to £563,653 
per annum. Is this really necessary? Unless convincing evidence to the 
contrary is produced (and no one has yet produced it), the answer must be 
strongly in the negative. The Select Committee appreciates the seriousness 
of the problem and suggests that it might be controlled by giving regional 
boards more power over hospital management committees. The Committee 
also believes that substantial economies could be made by a national review 
carried out by the Ministry. The average doctor has some excuse for feeling 
somewhat sceptical about such reviews, but it is to be hoped that the 
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post-General Election Minister of Health will give top priority to this 
problem and will make it a matter for personal intervention. After all, 
patients do not go into hospital to be administered; they go in for treatment, 
and for such treatment it is doctors and nurses who are required—not 
administrators and their underlings. 


IN an article with the provocative title of “The myth of strict bed rest in the 
treatment of heart disease’, one of the leading American cardiologists 
challenges the validity of the current practice of keeping 
Another patients with heart failure ‘strictly in bed twenty-four hours a 
‘Myth’ day’ (Levine, S.A.: Amer. Heart 7., 1951, 42, 406). His thesis 
is a well-documented one and fully justifies his conclusion that 
‘there is both clinical and physiological evidence to support the view that 
strict bed rest is deleterious to patients with congestive heart failure’. In 
left ventricular failure, i.e., the type of failure which ensues in hypertensive 
heart disease, aortic valvular disease, coronary artery disease, and some cases 
of advanced mitral stenosis, the precipitating factor is an imbalance between 
the two ventricles which leads to pulmonary engorgement. As it is well 
known that the adoption of the recumbent position results in a diminution 
in the vital capacity of the lungs and that, conversely, the adoption of the 
upright position decreases the return flow to the right side of the heart, 
it is obvious that the patient with this type of heart failure should be nursed 
in the upright position and not lying flat in bed. Dr. Levine goes further, 
and contends that sitting in a comfortable chair is preferable to being propped 
up in bed. Like so many ‘recent advances in treatment’, this one is really a 
revival of old teaching. Many of us can recall the day when every medical 
ward had at least one ‘cardiac chair’ in which the patient with left ventricular 
failure was allowed to spend the greater part of the day (and often the night). 
What is new in Dr. Levine’s article is his interesting evidence that this 
method is of value in the treatment of acute coronary thrombosis once the 
initial stage of shock is over. In this connexion it is particularly interesting 
to note the suggestion that ‘it is not fanciful to believe that the tendency to 
thrombophlebitis with its danger of pulmonary embolism will be lessened’ 
by the adoption of this method. 


THE medical history of Samuel Johnson has always had a fascination for 
doctors on both sides of the Atlantic. The latest contribution to the subject 
comes from Yale (Yale Journal of Biology and Medicine, 

The April 1951, 23, 370) and attributes much of Johnson’s 
Perennial physical, psychological and psychiatric trouble to severe 
Dr. Johnson trauma and anoxia at childbirth. He was the first child of 
his mother who was forty when he was born, and according 

to her attendant she had a long difficult labour and the child was almost dead 
when born and was unable to cry for some time. From the physical point of 
view this was only one of his defects. Dr. P. P. Chase, the author of this 
article, ‘hazards these diagnoses: Severe trauma and anoxia at childbirth; 
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early infection with bovine tuberculosis, involving the cervical glands and 
possibly the eye; loss of function of the left ear, possibly due to birth trauma, 
possibly to smallpox; skin-scarring due to smallpox; cerebral irritation 
through life, the aftermath of birth injuries; chronic bronchitis, possibly 
some allergic asthma resulting in emphysema; hypertension due largely to 
cystic degeneration of the kidneys; cerebral thrombosis; hydrocele; his 
terminal condition, cardiorenal disease’. On the psychiatric and psycho- 
logical side Dr. Chase challenges Dr. Russell Brain’s suggestion that 
Johnson’s involuntary movements were of psychological origin, just as he 
crosses swords with Katherine Balderston’s theory that ‘Johnson’s deep- 
rooted psychic maladjustment’ was founded on ‘unrecognized erotic’ ideas 
in his subconscious mind. He points out that it is now recognized that 
‘children who have suffered prolonged anoxia at birth or in infancy often 
develop tics, mannerisms, and personality changes’, and ‘they are distinctly 
subject to sudden changes of mood. As for his ‘vile melancholy’, which 
Johnson himself claimed to have inherited from his father, Dr. Chase says 
‘A poor start at birth, scrofulous, half blind, deaf, disfigured features, unable 
to continue at Oxford, poor as a church mouse, a failure at teaching—he 
had reason to be melancholic’. Perhaps one of these days the distinguished 
President of the Royal College of Physicians may find the time to take up 
this respectful challenge from across the Atlantic. 


Some five hundred guests attended the cocktail party with which we cele- 
brated the publication of our thousandth issue on October 1. If, as Cowper 

suggested, 

In ‘Variety's the very spice of life, 
Retrospect That gives it all its flavour’, 

the success of the evening should probably be attributed, 
in part at least, to the exceptionally complete cross-section of the profession 
represented. Usually on such occasions the guests are limited mainly to one 
or other section of the profession. On this occasion the vast majority of our 
guests were contributors to The Practitioner, and therefore physicians, 
surgeons, and obstetricians rubbed shoulders, not only with each other, but 
also with members of other specialties, Ministry officials and medical 
officers of health. Literature was represented by Sir Alan Herbert and the 
Press by, among others, Mr. Wilson Harris, the editor of The Spectator. 
We were interested to learn that the latter failed to ‘construct a synthetic 
medical physiognomy from the hundreds around’ him, whilst the former 
was equally unsuccessful in his attempt ‘to suborn someone to faint in the 
middle of the floor to see what the reaction on the medical profession 
would be!’ The very evident pleasure evinced by our guests on this occasion, 
coupled with the congratulatory messages which we have received from our 
medical and lay contemporaries, as well as from readers in all parts of the 
world, have been a source of much satisfaction to us, and we should like to 
take this opportunity of saying how much we appreciate them. 





THE TREATMENT OF ACUTE OTITIS MEDIA 
By J. P. MONKHOUSE, F.R.C.S. 
Surgeon, Ear, Nose and Throat Hospital, Middlesex Hospital. 


WHILsT there is no doubt that the advent first of the sulphonamides and 
later of the antibiotics has been of great value in the treatment of otitis 
media, too much reliance should not be placed on these substances. In the 
past, the patient got well because of his ability to produce an adequate re- 
sistance to the infection, although he could be helped, very materially, by 
measures designed to promote drainage. There is always the tendency, 
when something new appears, to discard the old completely, even though it 
may be well tried and of proved value, and the need for drainage, often 
difficult from a cavity as complex as is that of the middle ear and mastoid, is 
not lessened because we now have the power of direct attack upon the in- 
fecting organism. It may even be that the early sterilization of a collection of 
infected fluid will so alter the normal reaction to infection that the usual 
processes leading either to absorption or drainage are abolished. 

In addition, new difficulties of diagnosis have arisen as a result of the use 
both of the sulphonamides and of the antibiotics, and they should be re- 
garded as an adjunct to, rather than as supplanting, older methods of treat- 
ment. 

DRAINAGE 

The infection always originates in the nose or throat, the patient usually 
having a cold or tonsillitis, and it reaches the middle ear via the Eustachian 
tube. If resolution is to be attained without perforation of the drum, drainage 
must be back along the same route, but by now the tube is itself infected 
and its lumen blocked. It follows therefore that, with an intact drum, the 
treatment of the nose is of far more importance than anything that can be 
done by way of the external auditory meatus. Inhalations of friars’ balsam, 
and nasal drops of a vasoconstricting nature, such as ephedrine, 1 per cent. 
in saline, inserted with the head tipped well backwards and turned a little 
to the side of the lesion, will reduce the edema of the Eustachian orifice. 
Young children, who constitute a large proportion of these cases, do not 
take well either to inhalations or to having their heads upside down, and it 
is better with them to use an oily type of drop which will linger in the nose 
even though used in an upright position. The following prescription ts 
recommended :- 


Dilute ointment of mercuric nitrate 10 grains (0.65 g.) 
Arachis oil is he to 1 ounce (28.5 ml.) 
Thrice daily. 
It is the custom to prescribe, and the patient will probably demand, drops 
to put into the ear. The traditional glycerin and carbolic acid 2} per cent. 
drops are of value in that the carbolic has a local anzsthetic action and may 
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also sterilize the meatus and prevent secondary infection should the drum 
burst, but it must be emphasized that, so long as the drum is intact, treat- 
ment by this route is of little value compared with that of the nose. The 
usual general measures and drugs for the relief of pain, if the latter is 
severe, are also indicated. 

The situation changes once the drum perforates, or myringotomy, a pro- 
cedure which is still advisable if there is gross bulging, is performed. 
Treatment of the nose is still most important, but now the seat of the 
trouble can be reached via the meatus. The aim is still the same 
drainage. How can the freest flow through the perforation be obtained? 
Obviously by clearing out the external meatus at reasonably frequent 
intervals. There are two ways of attaining this end: mopping out the ear 
with wool rolled on the end of a probe, or syringing. Those who advise 
mopping say that syringing is dangerous in that it might force infection 
back into the mastoid. I feel quite sure, as the result of long experience, that 
this fear is groundless, and syringing has the great advantage of being most 
efficient, even in the hands of the layman. Mopping, the alternative, is not 
easy, particularly in the case of a child. It is quite useless if left to the 
inexperienced, and it means the attendance of the practitioner some three 
times a day. 

Some authorities hold that the meatus should be left alone, on the score 
that any method of cleansing entails the risk of introducing a secondary 
infection, but it is difficult to believe that this is the right policy. 

At this stage the ear drops should be changed, since carbolic, if used for 
too long, tends to macerate the skin of the meatus. Usually a combination 
of spirit with some antiseptic is chosen, for instance: 

Proflavine (1 :1000) 75 per cent. 
Rectified spirit . 25 per cent. 
To be inserted thrice daily, after syringing 


CHEMOTHERAPY 


The bacteriologist insists, quite rightly, that the identification of the in- 
fecting organism and the determination of its sensitivity to sulphonamides 
and the antibiotics are essential to a correct choice of therapeutic agent, and 
the value of this advice is obvious. 

If, as is likely, treatment has already been instituted, it is most satisfactory 
to have evidence that one is proceeding on the right lines. Or perhaps it 
may turn out that the organism is only partly sensitive, when the dose may 
at once be increased, or the agent changed; whilst the knowledge that the 
organism is insensitive may indicate the need for a complete change of 
tactics and be of the most vital importance. This, however, is an ideal 
which cannot always be attained. Sometimes, as is the case when the drum 
is still int»ct, the actual site of the lesion is out of reach and, although it 
may be inferred that the offending organism is present in the nose or throat, 
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swabs from these situations produce such a mixed collection that accurate 
tests are impossible. Again, it is necessary to be realists and to remember 
that the pressure of work to which the general practitioner is already sub- 
jected in these days may well make it impossible for him to accept this 
additional burden. It is so much easier for the specialist working in a 
hospital. 

This difficulty is mitigated to some extent by the fact that the organisms 
commonly present in otitis media are few in number, and that those most 
usually present are generally sensitive. Streptococci and pneumococci are 
found most often and are rarely insensitive ; the staphylococci, less frequently 
present, are more variable in their response, and the rarer Haemophilus 
influenze is generally insensitive. 

The sulphonamides, together with aureomycin and chloramphenicol, 
share the admittedly great advantage of being given by mouth, a charac- 
teristic much appreciated by both patient and doctor, but not one that 
should be allowed to carry too much weight. 


THE SULPHONAMIDES 


The advantage of administration by mouth has already been mentioned, 
but there is little doubt that, on the whole, the sulphonamides are less 
reliable than the appropriate antibiotic, and are more liable to lead to 
difficulties. 

Experience has shown that the sulphonamides may be used with reason- 


able safety if given to really early cases, preferably when pain has been 
present for a few hours only, and the ear shows no more than dilated 
vessels on a drum of reasonably normal colour. If the drum is already red 
and beginning to bulge, it is better to use something else. It is vitally im- 
portant to give an adequate dose, which must be continued for at least five 
days. Inadequate dosage produces just those conditions which are present 
when the organism is only partly sensitive—the state of affairs most to be 
feared. ‘The need to maintain a suitable fluid intake must be stressed, since 
these drugs are often given to children, who, when sick, are not very 
amenable to discipline. I have recently seen several cases of anuria, which 
gave rise to much anxiety. 


THE ANTIBIOTICS 
Aureomycin is particularly effective against the staphylococci, but has no 
advantage when other organisms are involved. Chloramphenicol is most 
effective against gram-negative organisms and is not particularly good 
against streptococci, pneumococci and staphylococci. Chloramphenicol, 
and to a lesser extent aureomycin, produce changes in the normal intestinal 
flora, which may result in the onset of a troublesome diarrhoea, and their 
use is not advocated other than in exceptional cases and when sensitivity 
tests have indicated their particular value. 
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Streptomycin has a rather wider spectrum than penicillin but, in large 
doses, it often causes damage to the labyrinth and will sometimes do so in 
quite small doses. I have recently seen two patients with damage which is 
seriously disabling and almost certainly permanent after the ridiculously 
small dosage of 6 and 10 grammes respectively. There is another dis- 
advantage in the use of streptomycin, in that the tendency to the production 
of resistant strains is greater than with any of the other antibiotics. 

This brings us to penicillin, which remains the first choice in the treat- 
ment of acute otitis media. Opinions differ as to the most effective method of 
administration. Some authorities hold that the best results are obtained by 
what may be described as a series of really heavy blows delivered at certain 
fixed intervals. Others believe that a sustained attack of lower intensity is 
just as effective. The evidence and argument for and against these views are 
most complicated, as well as being controversial and possibly liable to 
modification, and its detailed consideration would be out of place in this 
article. 

Although there is no doubt that the majority of cases of acute otitis media 
respond well to the less intensive method, it would be most unwise to with- 
hold the large and frequent dose when the patient seems unusually ill, does 
not respond, or develops a complication. 

Only soluble crystalline penicillin will produce the high peaks in the 
blood level necessary for the intensive type of treatment, and an adult 
should receive doses of not less than half a million units, whilst the dose for 
a child varies from 100,000 to 300,000 units, accordiag to size rather than 
to age. The peak is reached in half an hour but drops rapidly during the 
next half hour, and the optimum interval between doses is three hours. 
This interval can be increased, but should not exceed six hours. The strain 
that even six-hourly injections would impose on doctor and district nurse 
makes it impracticable to recommend this as the routine in every case. 

Fortunately the modern procaine penicillin is usually adequate and does 
not suffer from the disadvantages of the old oily preparations. ‘The manu- 
facturers recommend a dose of 300,000 units once a day, but also state that 
in some cases the same amount should be given twelve-hourly. Since the 
sensitivity of the organism is often unknown, and since the blood level 
obtainable with procaine penicillin is admittedly not high, it seems reason- 
able to demand that an effort should be made to keep that level fairly 
steady, and | feel that twelve-hourly administrations should be adopted in 
all cases. 

Again, it is vitally important that the attack should not be called off too 
soon, and the course should last for not less than a week, whatever the type 
of penicillin used. Many, or perhaps most, cases will do well on less, but a 
seven-day course may deal with the more resistant organism, whereas a 
short course will certainly fail to do so, and nothing is more dangerous than 
an organism which has been allowed to recover. It is advisable to employ 
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fortified procaine penicillin for the first dose in order that an effective blood 
level may be reached as soon as possible, but there seems little reason to 
continue its use, since the resulting peaks will be spread too far apart to 
have any specific value. 


DIFFICULTIES 


It may be felt that this article overstresses difficulties and dangers. The 
specialist sees the failures rather than the successes and may tend to take an 
unnecessarily gloomy view. On the other hand, as the majority of cases do 
well, the general practitioner may well have a long run before experiencing 
trouble, and can easily become unduly optimistic. This difference of view- 
point is well illustrated by a series of letters from general practitioners that 
appeared in the medical press a few years ago. They were in response to 
one pointing out the dangers attending the use of the sulphonamides, and 
ranged from the merely scornful to one which accused the specialist of 
being concerned solely with the preservation of his acute mastoid surgery. 
The truth lies in between, but the expected good result makes it doubly 
necessary to be on guard against the exception. Failure follows incomplete 
control of the infection, and this may be due either to the resistance of the 
organism or to inadequate penetration of the lesion by the antibiotic. The 
latter factor may well be of particular moment in middle-ear and mastoid 
infection, since here a collection of infected material is lying free in a 
natural cavity surrounded by mucous membrane, instead of by the far 
more vascular granulation tissue of an abscess. 

When the organism is really sensitive, improvement is steady and rapid 
and we are in no doubt as to what is happening. Similarly, if the organism 
is completely insensitive, the disease will pursue its usual course and again 
there is no difficulty in recognizing the state of affairs. We know what to 
do and when it should be done. But when we gain only partial control 
everything is quite different. Now the whole pattern of the disease is altered. 
Probably there is an initial improvement, pain is less, the temperature 
lower and the appearance of the drum improves to some extent. Then 
progress slows, the drum is not quite normal and the ear still deaf. We 
begin to feel that we are in for trouble, but there is neither sign nor symptom 
sufficiently definite to make us quite sure. In the past, the onset of a 
mastoiditis was a slow process extending over several days, so that there 
was plenty of time to make the diagnosis of a condition that was not difficult 
to recognize, but now the signs may be masked and extensive mastoid 
destruction may be present with practically nothing to show for it. In fact, 
the onset of some serious complication may be the first real indication that 
the mastoid is involved. Even some of the complications of mastoiditis may 
have their signs blurred. Certainly the detection of a temporo-sphenoidal 
abscess, the signs and symptoms of which are often indefinite, can be made 
still more uncertain. 
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These difficulties are encountered most frequently when the drum is 
intact, and are less likely when the ear is discharging. This suggests that 
failure of drainage must often be the factor tipping the scales in the wrong 
direction. Hence the importance of trying to clear the Eustachian tube, since 
perforation is prevented by the inhibitory action of the antibiotic. 
Myringotomy is still advisable when there is more than slight bulging of the 
drum, and this procedure is also the next step in the treatment of a case 
which is hanging fire. A swab can now be obtained and sensitivity tests 
should be undertaken, but at this stage, after some days’ use of an antibiotic, 
they become less reliable. They may, however, give a lead as to which form 
of treatment is likely to be of most value. 

The appearance of anything suggesting the onset of acute mastoiditis is 
the signal for a prompt resort to surgery. Clinical signs may be scanty but 
fortunately the radiological appearances remain unaltered. 

Sometimes, although acute symptoms subside, the ear continues to dis- 
charge. This is due either to constant reinfection from a focus in the nose or 
throat, or to the presence of a subacute mastoiditis. Search should be made 
for infected tonsils, enlarged adenoids or nasal sinusitis. he absence of 
these factors, or failure in spite of their elimination, indicates the need for a 
cortical mastoidectomy, and if this operation is performed between two and 
three months after the onset of the disease, we may expect to obtain a dry 
ear with good hearing. 


CONCLUSION 
To summarize the more obvious advantages and disadvantages that result 
from the use of antibiotics in the treatment of acute otitis media:— 

(1) Those cases, either with or without perforation, in which the or- 
ganism is really sensitive, will get well more quickly. This is of great value, 
since with the shortened duration of disease there is less likelihood of 
residual damage and, in consequence, functional results should improve. 

(2) Patients with large cellular mastoids, in whom drainage is likely to be 
inadequate if the whole process becomes involved, may be saved from an 
acute mastoiditis if the spread of infection can be limited. 

(3) When the organism is only partly sensitive and the drum intact, the 
case may become more complicated than it otherwise would have been. 

(4) The masking of the signs and symptoms of acute mastoiditis may 
make this condition far more dangerous than it ever was in the past. 





INFECTIONS OF THE OUTER EAR 


By E. G. COLLINS, F.R.C.S.Eb. 


Senior Consultant, Ear, Nose and Throat Surgeon, North-Eastern Regional 

Hospital Board ; Lecturer in Diseases of the Ear, Nose and Throat, University 

of Aberdeen; Surgeon in charge, Ear, Nose and Throat Department, Royal 
Infirmary, Aberdeen. 


UNpeR this heading skin infections of the auricle and meatal canal are being 
considered. Synonymous terms used by otologists are otitis externa or 
meatitis when the infection is confined to the meatal canal, and dermatitis 
of the auricle when the outer ear only is involved. It should be stressed that 
there is no hard and fast division between the two groups, and were it not 
for certain anatomical peculiarities of the site in which they occur it is 
probable that both would be treated entirely by the dermatologist. ‘These 
anatomical peculiarities deserve further study as, unless they are appreciated, 
it is impossible to carry out the thorough cleansing of the meatal canal upon 
which the success of treatment largely depends. 

Daggett (1942) and others have drawn attention to an important feature 
which he has termed ‘the deep anterior meatal recess’. This recess is formed 
by the acute angle which the anterior meatal wall makes with the tympanic 
membrane, and unless it is given special attention in the treatment of any 
otitis externa, it can form a sump for organisms and moist squames, leading 

to early recurrence of the disease 

after an apparent clinical cure 

(fig. 1). To clean out this recess a 

certain experience of intra-aural 

manipulation is necessary, and treat- 

~ ment involves the medical attendant 

using reflected light and an aural 

speculum. He must straighten out 

— the angle of the meatal canal by pull- 

ANTERIOR MEATAL RECESS ing the ear upwards, outwards and 

Fic. 1.—Oblique section of anterior meatal backwards, and gently mop out the 

wall. Right ear (diagrammatic). % i 

recess under direct vision by means 

of a thin wisp of cotton-wool round a wire applicator. Meatal infections, 

unlike skin conditions elsewhere in the body, cannot be treated satisfactorily 
by the patients themselves. 

The skin of the meatal canal is of considerable interest. That part of the 
skin which covers the cartilaginous portion, and for a short distance the 
upper surface of the bony portion of the meatal canal, contains the main 
glandular elements along with the hairs, and is supported by a fairly thick, 
firm layer of connective tissue. As the skin passes from the cartilaginous to 
the bony meatus, it becomes progressively thinner, so that it finally blends 
closely with the periosteum to form a shiny, fibrous covering (fig. 2). 
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Whereas there is this firm attachment of the deep layer of the skin to the 
periosteum of the bony meatus, the same is not the case with the superficial 
layers. The epidermis of the bony meatus is very loosely attached to the 
stratum corneum and can be peeled away in one continuous sheet, probably 
owing to the absence of hair follicles, since Sutton (1939) states that at the 
follicular orifice the stratum corneum and superficial layers of the epidermis 
project into the depression of the hair follicle for some distance, supplying 
linings for the openings and ducts of the ceruminous and sebaceous glands 


Fic. 2.—Longitudinal section of the external auditory meatus to show progressive 


thinning of the skin of the meatal canal. 
(Reproduced trom the Journal of Laryngolagy and Otology, January, 1951 


With the above description in mind we can understand why it is that an 
infection of the hair follicle (furuncle) always occurs in the cartilaginous 
meatus, and the reason for its proving such a painful condition. - It can also 
be realized how it is that a complete epithelial cast of the bony meatus may 
be thrown off in a certain type of otitis externa to be described later. 


ETIOLOGY 


Although direct or operative injury to the cartilage of the ear may cause a 
perichondritis of the auricle, by tar the most common cause of otitis externa 
involving the meatal canal is minute trauma due to scratching, which causes 
a break in the epithelial pellicle previously described. Brain (1942) has 
pointed out that protection from external irritants and infection depends 
upon a dry and intact horny layer, and if the patient uses a hairpin, dirty 
finger nail or even the screwed up corner of a dirty towel to ease some 
irritation in the ear, the chance of an otitis externa developing is consider- 
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able. It is clear that bad sociological conditions will play an important part 
and, as might be expected, otitis externa is commoner among poorer 
patients. Occasionally the medical attendant may be responsible for the 
condition by using a too irritating fluid to syringe out the ear or by unskilful 
attempts to remove a foreign body from the ear. 

There are, however, certain other factors to be considered. Some in- 
dividuals are especially liable to skin infections, and among these can be 
classed the seborrharic subject, the diabetic, and the debilitated patient. 
Heredity and coloration of the skin may also play a part, blondes being 
more susceptible than brunettes, whilst it is only within recent years that 
the importance of cell-sensitization and allergy has been realized. Since 
this article deals mainly with pyogenic infections, | shall only mention 
thermal effects, such as frostbite and sunburn; radiant energy effects from 
reentgen rays, radium or actinic radiation, and chemical effects due either 
to direct contact with such irritants as nitric acid, turpentine and mercurial 
compounds in industrial workers, or else caused by the local action of drugs 
applied therapeutically. 


BACTERIOLOGY 


If old wax be present, the skin of the normal meatus may contain a wide 
variety of organisms. Negus and Creed (1925) have shown that, whilst soft 
fresh wax is relatively sterile, old wax forms a good culture medium for 
organisms. The Staphylococcus albus is naturally the most common, but it is 
not unusual to encounter the Staphylococcus aureus (coagulase positive), 
whilst diphtheroids and various forms of micrococci such as tetragenes are 
frequent. Since the meatal canal is analogous to a skin-lined test tube with 
adequate blood supply, the conditions for growth are ideal. Nevertheless, it 
is probable that, with the exception of those patients who have a con- 
comitant otitis media, the infection in the majority of cases is exogenous due 
to the patient scratching the skin with some dirty object. It is true that the 
more acute infections, such as furunculosis or acute diffuse otitis externa, 
are often caused by such pathogens as the Staphylococcus aureus or Strepto- 
coccus hemolyticus, yet Stewart (1951) found that in chronic exudative 
otitis externa the B. proteus, B. pyocyaneus, B. coli and enterococci were 
cultured either by themselves, together, or in combination with other 
organisms, in 94 out of 126 bacteriological examinations of the discharge. 
Since these organisms are associated directly or indirectly with the ali- 
mentary tract, the conclusion that many cases of pyogenic otitis externa have 
a sociological origin is strengthened. Other organisms which deserve 
mention are the pityrosporon, the acne bacillus and fungi, of which the 
commonest are the Aspergillus niger and some of the monilias. It is probable 
that a virus infection also is responsible for a special type of otitis externa 
called otitis externa hemorrhagica or bullous myringitis. 

From what has been stated it is clear that local treatment by penicillin 
will have a quite limited application in chronic otitis externa, and the 











484 THE PRACTITIONER 


efficacy of even some of the newer antibiotics applied locally remains in 
doubt, the balance of evidence being against their general use. 


INFECTIONS OF THE AURICLE 


I will now discuss the types of infection of the outer ear in more detail. 

Impetigo contagiosa.—This common pyogenic infection of the skin is, on 
the whole, more liable to start on the auricle and spread to the meatal canal 
than by the reverse process. The exception is in the infant when there is a 
coexisting acute otitis media. Owing to inefficient attention to the ear, the 
baby in turning his head rubs the discharge which is present on the pillow 
into the auricle on the affected side. Both streptococci and staphylococci are 
variously held to be responsible. They produce lesions in which the surface 
epithelium is lost with the formation of denuded areas covered with bright 
yellow crusts and fissures in the skin folds. In treatment, one of the first 
requirements is to prevent the extension of infection to other parts of the 
body or to other persons, and it is consequently necessary to cover the 
affected part with a bandage and take proper precautions against contagion. 
If an acute otitis media be present the meatal canal will also require cleaning 
out three or four times a day, but the administration of parenteral penicillin 
usually brings about a speedy reduction in the amount of the middle-ear 
discharge. Local applications may consist of the time-honoured 2 per cent. 
ammoniate of mercury ointment, penicillin cream, or Dalibour water 
followed by Dalibour paste, but it is important to realize that none of these 
will prove quickly effective unless the crusts are first removed with warm 
olive oil or a starch poultice. 

Erysipelas.—It is not uncommon for erysipelas to start in a fissure at the 
entrance of the external auditory meatus and, although it may lead to 
considerable swelling of the auricle, its spreading character and butterfly 
appearance, together with the raised margin of the affected skin due to an 
infective lymphangitis, make the diagnosis easy. Occasionally, erysipelas 
follows a mastoid operation, but with improved aseptic technique and the 
help of the antibiotics its occurrence in an ear, nose and throat ward is now 
fortunately, rare. The organism responsible is the Streptococcus erysipelatis, 
which is almost invariably penicillin-sensitive. Since patients with this 
disease are usually transferred to the fever hospital for treatment, further 
discussion in this article is unnecessary. 

Perichondritis is an effusion of serum or pus between the layer of peri- 
chondrium and the cartilage of the ear. It often involves the whole of the 
outer surface of the pinna, with the exception of the lobule. It is not very 
common but may spread from a furuncle, an infected haematoma or a 
lacerated wound. Occasionally it is seen after a plastic operation on the ear, 
although frostbite accounts for a fair percentage of cases. Usually the in- 
fective agent is one of the more virulent streptococci, but the B. pyocyaneus 
has occasionally been found. The danger of this condition lies in a sub- 
sequent necrosis of the cartilage leading to deformity of the external ear. 
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Treatment may be expectant for a time with the application of 10 per 
cent. ichthammol in glycerin soaks to the ear and the administration of one 
of the antibiotics parenterally, but if there is any considerable accumulation 
of serum or pus, it should be evacuated early under aseptic conditions. 


INFECTIONS OF THE MEATAL CANAL 


Furunculosis of the External Auditory Meatus 

This is probably the most common skin condition of the meatal canal 
which the general practitioner treats, and it may cause him considerable 
worry because of the difficulty in making a differential diagnosis between 
furunculosis and mastoiditis. It has already been mentioned (p. 482) that 
the infection starts in a pilo-sebaceous follicle, and consequently swelling of 
the meatal canal may be encountered very early in the introduction of the 
aural speculum. Indeed, the complaint of pain on the introduction of the 
speculum should always raise the suspicion that a furuncle is present. 
Difficulty arises, however, in two sets of circumstances. One is when the 
furuncles are multiple so that almost complete stenosis of the meatal canal 
exists, making a view of the tympanic membrane impossible, and the other 
when the infection in the sebaceous gland is deeply situated and has not 
yet come to the surface. In that event, there is still a complaint of pain on 
introducing the speculum but no swelling may be seen. In the first con- 
dition the character of the aural discharge may be of some help, since if the 
furuncle has burst a creamy type of pus is present or, if this is not the case, 
the discharge consists of scanty epithelial debris mixed with serum, in 
contrast to the stringy muco-pus so characteristic of an established acute 
otitis media. It must be remembered, however, that an acute otitis media or 
mastoiditis can coexist with a furunculosis. In the second set of circum- 
stances, the appearance of the tympanic membrane is of the greatest help. 
If this is normal and the hearing is normal any doubts that a middle-ear 
condition is present can be set at rest. 

Enlargement of the adjacent lymph nodes is common, and which groups 
are involved depends upon the position of the furuncle. If the furuncle is 
on the antero-inferior meatal wall the pre-auricular and infra-auricular 
nodes are enlarged and there is tenderness on pressure over and in front of 
the tragus. Because of the close relationship of the inflamed glands to the 
temporo-mandibular joint, the patient may complain of increased pain in 
the ear on chewing, whereas with an acute otitis media increase in pain 
accompanies any act which raises the intra-tympanic pressure, such as yawn- 
ing, sneezing or blowing the nose. The greatest difficulty in diagnosis arises, 
however, when the furuncle is situated on the posterior meatal wall, leading 
to enlargement of the postauricular glands. Beck states that in furunculosis 
the retro-auricular groove is obliterated, whilst in mastoiditis this groove is 
always present. Although movement of the ear is painful, there is little 
true tenderness on pressure over the mastoid process proper, but only over 
the area of cellulitis. As a general rule these glands subside fairly rapidly 
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once the turuncle has burst, but they may soften and form abscesses. 
Occasionally the spread of infection from a furuncle becomes quite alarming 
and results in a perichondritis of the auricle or a deep upper cervical abscess. 

Another condition requiring differentiation is a postauricular abscess 
which results from some small septic spot higher up on the scalp, but the 
normal appearance of the external auditory meatus provides the necessary 
clue to the diagnosis. Finally, it must be admitted that in certain cases the 
differential diagnosis can be extremely difficult, so that resource must be 
had to X-ray examination of the mastoids or an exploratory operation to 
decide whether the accumulation of pus is above or below the periosteum 
of the mastoid bone. 

Local treatment of furunculosis will depend upon the stage to which the 
disease has progressed. Incision of a furuncle is practised less than formerly 
and is reserved for those cases in which the infection has spread beyond the 
bounds of the hair follicle to form a definite abscess. The cleaning out of the 
ear beyond the boil is important, but if there is much stenosis this can be a 
very difficult and painful process. The cleaning should be done very gently 
through a small-sized aural speculum, using a thin wisp of cotton-wool 
wrapped round the applicator. The use of force in this manipulation merely 
leads to the formation of multiple boils by causing other abrasions of the 
protective epithelial pellicle. Some authorities advise syringing out of the 
ear, but this is liable to lead to maceration of the skin, and the spirit, which 
it is advised should be used for dehydration, will cause considerable pain. 
When the ear has been cleaned out as well as possible, it should be packed 
with a strip of narrow ribbon gauze soaked in 10 per cent. ichthammol in 
glycerin. If the gauze will not pass easily beyond the furuncle no force 
should be used. By next day, when the pack is renewed, it will usually be 
found that the meatus has opened up considerably and the packing can then 
be inserted more deeply. I have mentioned only one medicament although 
many are advocated. In my experience the 10 per cent. ichthammol in 
glycerin brings the boil to a head quicker than anything else and is as 
soothing as any preparation can be in this very painful condition. Heat is 
comforting, but the use of a rubber hot-water bottle or infra-red lamp is 
preferable to hot fomentations. Once the boil has burst and the inflammatory 
condition has practically subsided, 1 per cent. gentian violet paint will be 
found useful. Penicillin parenterally should be reserved for the severe cases 
in which there is considerable lymphadenopathy, but this type should be 
admitted to hospital. It is well to remember that the Staphylococcus aureus, 
the usual organism found in furunculosis, may prove to be penicillin resistant. 

The problem of recurrent furunculosis can be a very real one. General 
treatment should never be neglected in any infective condition, and in re- 
current furunculosis examination of the urine to exclude diabetes should be 
one of the early investigations. If this proves negative, it is of advantage to 
try the parenteral injection of 300,000 units of distaquaine penicillin daily 
for one week. Alternative treatment may be by an autogenous vaccine, 
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staphylococcal toxoid, or insulin in fractional doses. Some otologists advise 
small doses of X-ray therapy for this trying condition. 
Diffuse Otitis Externa 

In diffuse otitis externa the infection is no longer confined to the hair 
follicle but has spread along the epidermis and subepidermal layers, leading 
to a circumferential stenosis which may involve the bony meatus. It may 
occasionally be secondary to suppuration of the middle ear. It is usually of 
streptococcal origin but may be associated with the fusiform bacillus, the 
spirochzte of Vincent or with B. pyocyaneus. 

Treatment for diffuse otitis externa is along the same conservative lines as 
for furunculosis but progress will be slower. Linear incisions into the swollen 
meatal walls have been advocated in the severe acute case but prove of little 
benefit. Depending upon the type of organisms present, parenteral penicillin 
or streptomycin may be given, but the local application of either of these 
antibiotics is not advised. 

Desquamative Otitis Externa 

Acute desquamative otitis externa is not common in this country but it 
caused a great waste of manpower among the Forces in the Middle East. 
It has also been described under the title of ‘hot weather ear’. Any medical 
officer likely to serve in the Middle East should read an excellent article by 
Daggett (1942) on this subject. The main clinical features in the acute form 
are pain, enlarged lymph glands, considerable toxemia, and exfoliation of 
the epidermis of the meatal canal with accompanying stenosis. It was con- 
sidered that high temperature, humidity and sweating were the three factors 
likely to play the greater part in the production of desquamation but, 
though the first two factors may be important, Collins (1951) has shown 
that there are few sweat glands in the meatal canal itself. It is probable that 
minute trauma by some dirty object, combined with a lack of water for 
ablutions, is the more likely cause. B. pyocyaneus is easily the most 
common organism found, although staphylococci are sometimes present. 
Thorough cleansing of the meatal canal, followed by a pack of narrow 
ribbon gauze soaked in 8 per cent. aluminium acetate, gives the best results 
in treatment. 

Otomycosis 

This condition is comparatively rare in Great Britain but is common in 
the United States and in tropical or subtropical countries. As has already 
been_mentioned (p. 483), the Aspergillus niger and some of the monilias are 
the most common organisms found. It has been asserted that the réle of the 
fungi has been exaggerated and that once again B. pyocyaneus is the main 
offender, with the fungi as secondary invaders. Quite considerable pain, 
accompanied by deafness, may be present. On inspection, the meatus may be 
filled with a mass resembling wet blotting paper which quickly reforms 
once it has been removed. For treatment a proprietary preparation called 
‘cresatin’ (metacresyl acetate) is used in America, whilst in this country 2 
per cent. salicylic acid in alcohol or a 2 per cent. thymol solution is more 
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usually employed. I have found that Castellani’s fuchsin paint is also of 
considerable value. 
Acute Hemorrhagic Otitis Externa or Bullous Myringitis 

A divergence of opinion exists as to whether this disease should be 
classed as an otitis externa or a middle-ear condition. Acute hemorrhagic otitis 
externa is especially prevalent during an influenza epidemic, but sporadic 
cases are seen in any ear, nose and throat department all the year round. 
The condition is characterized by hemorrhagic purple blebs which cover 
part of the outer surface of the tympanic membrane, with other blebs in- 
volving any of the walls of the bony meatus. There is acute pain at the onset, 
but the hamorrhagic blebs tend to rupture early or else absorb. The or- 
ganism responsible is probably a virus. Secondary infection of the middle 
ear with Staphylococcus aureus or streptococcus occurs only occasionally. 

The importance of this disease lies in the fact that it is apt to be mistaken 
for an acute otitis media and a paracentesis may be performed unnecessarily. 
Usually a rim of practically normal tympanic membrane can be seen, if care 
is taken to clean away any epithelial debris, and there are also other hamor- 
rhagic blebs on the meatal wall which distinguish the condition from an 
acute otitis media. 

All that is necessary in the way of local treatment is the instillation of 3 
per cent. carbolic acid in glycerin ear drops three times a day. If 1 ml. of 
distaquaine penicillin is also given by injection daily it will help to avoid 
any mixed infection. 

Chronic Exudative Otitis Externa 

The discharge in chronic exudative otitis externa may vary from thick 
creamy pus to a liquid waxy secretion, although it is more usual for the 
secretion of wax to be entirely suppressed owing to the marked inflammation 
of the ceruminous glands which occurs in this condition (Stewart, 1951). 
Occasionally, when the toilet of the ear has been neglected, small sessile 
granulations may be found deep in the bony meatus, sometimes extending 
on to the tympanic membrane. It is also common for a variable amount of 
epithelial debris to be present. 

The bacteriology and etiology have already been fully discussed (p. 483), 
but it is of interest that Stewart (1951) found no relationship between the 
incidence of chronic exudative otitis externa and sinusitis. Occasionally the 
condition results from a neglected otitis media. 

Treatment falls into two stages. The first stage is the administration of some 
medicament which will dry up the discharge and promote the exfoliation of 
unhealthy epithelium, such as an 8 per cent. aluminium acetate solution or 
a calamine lotion, whilst another satisfactory solution is the following :- 

Copper sulphate . 15 grains (1 g.) 


Camphor water 16 ounces (460 ml.) 
Distilled water .. - : 32 ounces (920 ml.) 


These solutions are applied daily by means of narrow gauze wicks packed 
santo the meatus after a very thorough toilet of the meatal canal. 





INFECTIONS OF THE OUTER EAR 489 


Once the discharge has dried up the second stage of treatment, consisting 
of a mild and soothing application, should be instituted. A 5 per cent. 
ammoniate of mercury ointment or zinc and castor oil ointment are both 
excellent, although perhaps the most effective is a 5 per cent. sulphadiazine 
ointment. The disadvantage of this last preparation is the risk of causing 
skin sensitization, and its use must be discontinued immediately should this 
occur. Any granulations present in the bony meatus will usually disappear 
with proper toilet to the ear, although occasionally they require removal by 
forceps or painting with 10 per cent. silver nitrate. 


INFECTIONS LIABLE TO INVOLVE THE AURICLE AND MEATUS 


Seborrheic Dermatitis 

The seborrheic patient has a greasy skin which throws off scales, until 
sometimes quite a thick accumulation of epithelial debris forms. Divergence 
of opinion still exists with regard to the etiology. Whilst it is usual to 
attribute the condition to the pityrosporon of Malassez or the micrococcus 
of Unna, some dermatologists hold that most cases of seborrhea are an 
infective dermatitis grafted on to a patient with a seborrheic diathesis, and 
that the Staphylococcus aureus or Streptococcus hemolyticus is the real or- 
ganism responsible: e.g., some cases of intertrigo have a seborrheic basis, 
but a mixed infection supervenes, giving a moist eczematoid type of lesion. 

On the outer surface of the auricle a similar mixture of scaliness and a 
moist infective lesion may be found, whilst at the entrance to the meatus, 
fissures may appear which become plugged with epithelial debris. The main 
clinical feature is the intense itching of the lesion, and subsequent scratching 
often results in some crusting due to a mixed infection. 

The important point to remember is that the scalp is often affected and 
must be treated as well as the ear. Usually some form of ointment containing 
sulphur and salicylic acid is applied to the ear, whilst a spirit soap shampoo 
is used on the scalp followed by a sulphur-salicylic lotion. A useful prescrip- 
tion for the ear is: 


Menthol crystals 2 grains (0.13 g.) 

Powdered camphor ... 10 grains (0.65 g.) 

Salicylic acid ome 5 grains (0.32 g.) 

Precipitated sulphur . 60 grains (4 g.) 

White soft paraffin to 1 ounce (31 g.) 
Apply to the ear thrice daily. 

The object of the salicylic acid is to thin the epithelial layers by its 
keratolytic action, and once this has been achieved its use should be dis- 
continued and a bland, non-irritating type of ointment, such as ichthammol 
in zinc, substituted :- 

Ichthammol Ai 60 grains (4 g.) 
Zinc oxide . 30 grains (2 g.) 
Ointment of rose water 1 ounce (31 g.) 

If fissures are present at the entrance of the meatus, once the scaliness has 

been removed by the sulphur-salicylic ointment, they should be painted with 
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a silver nitrate paint, containing 10 grains (0.65 g.) of silver nitrate to the 
ounce (28.5 ml.) of spirit of nitrous ether. 
Eczema 

Eczema of the ear would merit an article by itself since it includes 
chemical dermatitis, dermatitis medicamentosa, allergic dermatitis, bacterial- 
cell sensitization and other eczematoid lesions which may arise from dietary 
changes. As a diagnostic term, eczema is employed less often as knowledge 
of allergy and blood chemistry increases, whilst the psychological aspect of 
eczematous lesions is receiving increased attention. Eczema manifests itself 
in two forms: the first is by vesicle or papule formation with subsequent 
exudation, and the second is the squamous or hyperkeratotic form. The 
first desideratum in treatment will be the elimination of the responsible 
irritant, but this is often extremely difficult and involves close questioning 
of the patient. Apart from contact with irritating substances, deficiencies of 
diet and vitamin intake will also need consideration as a cause of eczema. 

Treatment.—Local applications must be chosen with considerable care 
since the drug intended to cure the lesion may perpetuate it. In the exuda- 
tive form some type of coal tar preparation is commonly prescribed, with 
the addition of menthol or camphor should there be much itching. ‘Anthisan’ 
cream has a considerable vogue at the present time, although it is itself a 
potential sensitizer. One of the antihistamines may also be given internally. 
Other recommendations are calcium by mouth or small doses of para- 
thyroid extract daily, by hypodermic injection. 

The squamous or hyperkeratotic type is really a chronic form of acute 
eczema, although sometimes it may result from bacterial-cell sensitization 
due to an accompanying chronic otitis media. The hyperkeratosis may not 
only involve the meatal canal leading to a pin-hole meatus with marked deaf- 
ness, but may also cause considerable thickening of the pinna itself. Small 
painful fissures at the entrance to the meatus are often present and may 
become secondarily infected. An attempt should be made to reduce the 
hyperkeratosis by the application of a 2 per cent. salicylic acid ointment, but 
it is a common experience to find that when treatment is stopped the condi- 
tion reverts to its original state, and it is seldom that a complete cure is 
obtained in the severe case. Small doses of X-ray therapy have been advo- 
cated but I have seldom seen any real benefit result from this form of 
treatment. 

Any accompanying chronic otitis media will require treatment by either 
conservative or operative measures, depending upon the underlying 
pathology. 

References 

Brain, R. 'T., et al. (1942): Proc. Roy. Soc. Med., 35, 519. 

Collins, E. G. (1951): ¥. Laryng., 65, 14. 

Daggett, W. I. (1942): Ibid., 57, 427. 

Negus, V., and Creed, E. F. F. (1925): Jbid., 41, 223. 


Stewart, J. P. (1951): Jbid., 65, 24. 
Sutton, R. L. (1939): ‘Diseases of the Skin’, London and Philadelphia. 





PROBLEMS OF THE CHRONIC 
RUNNING EAR 


By ALUN B. THOMAS, F.R.C.S. 


Surgeon, Ear, Nose and Throat Department, Royal Infirmary, Cardiff. 


‘THE chronic running ear presents a challenge to medical practitioners, 
whether family.doctors, school or industrial medical officers or aural sur- 
geons. The symptoms cause annoyance to the patient, are a source of sepsis 
and, if neglected, may give rise to complications endangering life. The 
underlying disease is usually a chronic suppurative otitis media or a chronic 
external otitis; the latter is dealt with elsewhere in this symposium. 


DEFINITION AND INCIDENCE 


No accurate definition of the term chronic suppurative otitis media has been 
given, but for present purposes it may be said that a discharge which, 
despite treatment, persists for over six weeks, is becoming chronic. The 
term embraces a wide range of lesions which have in common a persistent 
discharge from the middle ear through a perforation in the tympanic mem- 
brane, associated with deafness. The degree of deafness may be so slight that 
the patient is unaware of the disability but, on the other hand, it may be 
severe. 

That this triad is present in a considerable proportion of the population, 


was revealed during the 1939-45 war when large numbers of recruits for 
the Forces were examined. Brown-Kelly, Craig and Banham each con- 
tributed statistical reports showing the high incidence of the disease among 
recruits to the Navy, Army and Air Force. At the Metropolitan Ear, Nose 
and Throat Hospital, Scott Stevenson and his colleagues found 3,397 cases 
of chronic suppurative otitis media during a period of five years. 


CAUSES OF CHRONICITY 


Chronic otitis media is almost invariably preceded by one or more attacks 
of acute otitis media. Prevention is certainly the best means of reducing the 
incidence of this disease, and adequate treatment of the acute phase is the 
most potent factor in the prevention of chronicity, but the discharge may 
persist for the following reasons :— 

(1) The middle ear may be continually re-infected via the Eustachian 
tube by infection in the nasopharynx. In childhood, enlarged infected 
adenoids cause Eustachian insufficiency and repeated middle-ear infection 
with colds. In adults and children, an infected paranasal sinus, or sinuses, 
may be the reservoir of infection. 

(2) The discharge may continue because of bony necrosis, often seen 
following scarlet fever, diphtheria or measles. The site of the necrosis is 
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often in the ossicles, the incus being most commonly affected, possibly 
because being the middle bone of the chain it has a relatively poor blood 
supply. The bony disease may lie in the attic, in the mastoid antrum, the 
tympanic ring, or in the mastoid process itself. 

(3) The acute otitis media may have been accompanied by a mastoiditis 
which was overlooked or which lies quiescent, following conservative 
therapy. In this event there is a continued infection of the mucosa of the 
mastoid antrum or mastoid air cells, with drainage through the aditus into 
the middle ear. 

(4) The term ‘cholesteatosis’, introduced by Young, has now replaced the 
word cholesteatoma to describe that peculiar condition which commonly 
arises in the attic of the middle ear. This suppuration manifests itself 
through a perforation in Shrapnell’s membrane, or through a postero- 
superior marginal perforation of the pars tensa. The discharge varies in 
amount but always has a very foul odour. The size of the perforation bears 
no relation to the extent of the disease, which progresses slowly through the 
bony confines of the middle ear by pressure erosion. Its presence is often 
indicated by deafness, pain, a facial palsy, labyrinthitis, or intracranial in- 
fection. It is believed to originate in an acute infection which may have 
passed unnoticed, leaving a chronic infection of the flattened epithelium of 
the roof of the middle-ear or mastoid antrum. Desquamated epithelium 
forms a tight mass which is often surrounded by a pearly white membrane. 
It is this mass which gradually enlarges and erodes the surrounding bony 
walls. 

(5) The determination of chronicity depends to a certain extent upon the 
degree of pneumatization of the mastoid bone. Chronic otitis media is 
commonly seen in association with a poorly pneumatized mastoid with a 
small cell system, and indeed, the mastoid process may be almost acellular. 
This is a primary and not a secondary finding as was once thought. 


HISTORY AND EXAMINATION 

The early history of the disease is as important here as in other branches of 
medicine. Particular note is taken of the onset, the degree of earache present, 
and the character of the discharge—whether constant or intermittent, 
odourless or fetid, mucoid or purulent. Is the discharge influenced by 
nasopharyngeal infections? What is the degree of deafness? Is there any 
tinnitus or vertigo? Is there a throbbing ache as well as headache? Are there 
any general reactions affecting the health of the patient? It is well to know 
what symptom has caused the patient to present himself for treatment. A 
word of warning here regarding the patient with a chronic running ear who 
complains of an attack of ‘gastric flu’. Under this title may masquerade an 
attack of labyrinthitis, the vomiting associated with the vertigo focusing 
attention on the stomach. 

Examination of the patient takes second place in importance to the taking 
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of the history. The general appearance of the patient is noted before the 
offending ear is examined. The condition of the pinna is observed, together 
with the presence of any pre-auricular or post-auricular swelling. Excoria- 
tion of the external auditory meatus may be a sign of prolonged suppuration ; 
enlargement of the pre-auricular or post-auricular glands may be secondary 
to an external otitis brought about by the middle-ear discharge. 


RELATION OF PHYSICAL SIGNS TO PATHOLOGY AND 
TREATMENT 


The character of the discharge.-This is important in that it gives a good 
indication of the nature of the disease. A muco-purulent discharge suggests 
a tubo-tympanic type of infection with the anterior or antero-inferio: 
quadrant as the site of the perforation. This type of discharge is more likely 
to be influenced by nasopharyngeal infections, the discharge becoming pro- 
fuse and more mucoid with colds. A frankly purulent fetid discharge is 
suggestive of bony necrosis with a posterior or attic perforation and tends to 
be persistent. A purulent blood-stained discharge is obtained in the presence 
of granulations or polypi. The discharge may be of a bluish or greenish 
colour with infection by Pseudomonas aeruginosa (pyocyaneus). ‘The muco- 
purulent discharge is usually odourless, whilst the discharge associated with 
bony necrosis or cholesteatosis is so foetid as to make the patient antisocial 


SITE OF PERFORATION AND ITS SIGNIFICANCE 


The common sites of perforation of the tympanic membrane are shown 
in figures 1 to 8. In figure 1 are seen three perforations, two of them on 
the posterior margin and one in the posterio-superior quadrant of the pars 
tensa. Both the marginal perforations are associated with a fetid discharge 
and with bony necrosis which may lie in the attic, the mastoid antrum or the 
tympanic ring. The superior perforation is associated with disease of the 
attic or antrum and erosion of the incus. Granulations may arise around 
these perforations, and the disease may affect the posterior meatal wall, 
causing some redness and swelling of the adjacent epithelium. A polyp may 
sometimes be seen appearing through one of these perforations. ‘The more 
central postero-superior perforation is seen when there is a chronic mastoid 
antrum and middle-ear infection of a low grade. Exacerbations of the disease 
are liable to occur, and often herniation of the mucosa shows itself through 
the perforation, forming a nipple. In such cases drainage becomes in- 
adequate, and with increased intratympanic pressure pain becomes a 
prominent warning symptom. 

Figure 2 shows considerable destruction of the pars tensa, leaving in the 
centre of the tympanic membrane a large kidney-shaped perforation. This 
condition, as well as that seen in figure 8, which shows subtotal destruction 
of the drum, may occur following one of the exanthemas. Both these 
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perforations are associated with a mucoid odourless discharge, unless 
secondary infection supervenes. 


Fic. 7 Fic. 8. 


Figures 3 and 4 both show perforations of the pars flaccida (of the 
membrana tympani). In figure 3 there is a large defect in the outer attic wall 
exposing the head of the malleus, which may show some signs of erosion. 


In figure 4 is a much smaller perforation, and the discharge through this 
may be so scanty that a yellow crust forms over the perforation. This will 
have to be removed before the true nature of the disease is revealed. If the 
disease is more active, granulations may form and obscure the perforation as 
shown in figure 6. 

The attic perforations (figs. 3, 4 and 6) may be the outward evidence of 
cholesteatosis producing the typical foul discharge, which may be profuse 
or so scanty as to pass unnoticed 

Figure 5 shows a mass of granulations obscuring a central perforation. 
This picture occurs in a chronic otitis media when the disease is confined 
mainly to the tympanum. A similar picture, but without a perforation, is 
occasionally seen with a myringitis secondary to an external otitis. 

Figure 7 shows destruction of the posterior half of the drumhead with 
granulations superiorly, indicating a constant infection in the region of the 
attic and antrum. 


TREATMENT 
Conservative therapy.—The aim of conservative therapy is to dry up the 
discharge and, so far as possible, to restore the function of the ear. This 
should always be attempted in the absence of complications, before surgical 
treatment. 
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The presence of cholesteatosis and bony necrosis with a feetid discharge 
greatly diminishes the possibility of bringing this about (fig. 1, 3, 4, 6). 
In many cases, however, the hearing is so good and the discharge so small 
in amount that both patient and surgeon are loath to resort to surgery in 
the absence of any signs of complications. Such patients must be kept under 
observation and aural toilet carried out diligently in order to remove secre- 
tions from the meatus and to promote drainage. This also ensures that any 
advance of the disease can be quickly detected. 

When the perforation is large and the disease confined mainly to the 
tympanum (fig. 2, 5, 7, 8) the prognosis is good regarding the return of 
partial function and a dry ear following conservative treatment. Recurrence 
of the discharge may be expected with nasopharyngeal infections, but 
complications are unlikely to occur. 

The eradication of nasopharyngeal disease in tubo-tympanic infections 
is a necessity before local treatment can hope to achieve success. Surgical 
drainage of a purulent maxillary sinusitis may be called for, and in children, 
removal of adenoids may in itself be sufficient to restore function to the 
Eustachian tube and to the middle ear. The object is, of course, to heal the 
perforation anc restore the hearing to normal, but in many cases this may 
not be possible, and the patient may have to remain with a dry perforation 
and a somewhat reduced hearing. 


THE ROUTINE OF TREATMENT 


Before beginning treatment it is advisable to make a definite appointment 
with the patient so that adequate time can be spent in cleaning the ear. 


FULL SIZE 


Fic. 9.—Siegle’s speculum with suction bulb (Mayer and Phelps). 


Otologists and others adept in its use will find a head-mirror and a good 
light essential to the speedy and efficient carrying out of treatment, but to 
those not accustomed to the head-mirror an efficient auriscope serves quite 
well to inspect the meatus and tympanic membrane. A Siegle’s speculum 
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with a suction bulb attached to the auriscope (fig. g) is also necessary to 
withdraw secretions from the middle ear. For cleaning the ear a 5-inch 
length of steel wire tipped with cotton-wool forms an excellent probe which 
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F1G, 10.—-Jobson Horne’s steel loop and cotton carrier, in stainless stee] (Mayer and Phelps) 


can be discarded after use. A Jobson Horne probe (fig. 10) is most satis- 
factory but it has to be re-tipped with wool after use and sterilized after 
each patient. Wooden probes are usually too thick when tipped with cotton- 
wool to be inserted into the smaller meatuses. 


REMOVAL OF DEBRIS 


If the ear is full of purulent debris there is no objection to gentle syringing 
with water or sodium bicarbonate solution at body temperature, using a 
Higginson’s syringe and a curved metal cannula, e.g., an Eustachian catheter, 
size 4. This can not cause any damage and the jet can not be of too great a 
force. The metal piston type syringe can be a dangerous weapon and should 
not be used. 

A word of warning here against syringing to remove wax in the presence 
of a dry perforation. This can lead to re-infection of the middle ear with 
recurrence of the discharge, and so always ask a new patient before syringing 
if he has had ear trouble before. Syringing should be avoided as a routine 
measure when the meatal wall has become sodden due to constant dis- 
charge. Occasionally, it may be possible to evacuate a cholesteatosis through 
an attic perforation with an attic cannula and syringe. 

To remove adherent debris a 1 per cent. solution of ‘cetavlon’ (“CTAB’: 
cetyltrimethylammonium bromide) forms an excellent solution when used 
to moisten a wool-tipped probe. When thorough aural toilet has been per- 
formed, including aspiration of secretion from the middle ear, using a 
Siegle’s speculum, the ear must be thoroughly dried. This measure alone, 
if repeated at frequent intervals, is sufficient to clear up many chronic 
running ears. Medicamentation to the meatus is of secondary importance to 
careful aural toilet. 

Polypi and granulations.—These should be removed early in the course of 
treatment. Polypi are best removed under general anzsthesia with full 
aseptic technique. Granulations may be removed by rubbing gently with a 
cotton-wool probe or with the ring of a Jobson Horne probe. If painful, a 
small pledget of cotton-wool soaked in Bonain’s solution and applied to the 
granulations will provide adequate local anzsthesia. Bonain’s solution con- 
sists of equal parts of cocaine hydrochloride, menthol and: phenol. 
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In the tubo-tympanic type of infection with large anterior or central 
perforations, the insufflation of powder is a recognized method of treatment. 
Boric acid powder with iodine 1 per cent. is widely used for this purpose. 
It should be freshly prepared and kept in a well-stoppered glass container. 
Sulphonamide powders tend to cake and to cause dermatitis of the meatus. 
A mixture of sulphonamide with penicillin reduces the tendency to cake. 
Sulphathiazole ascorbate, a mixture of sulphathiazole and ascorbic acid, has 
given satisfactory results, but is rather expensive for routine use. 

Spirit drops—rectified spirit, 50 to go per cent., or boric acid with spirit 
(boric acid 6.5, alcohol 45 per cent., to 100 ml.)—have long proved effective. 
They should be instilled into the ear with the head turned so that the drops 
lie on the tympanic membrane. Traction on the pinna and pressure on the 
tragus will assist in removing air-bubbles, allowing the spirit to enter the 
middle ear through the perforation. 

Other solutions used include, mercurochrome, acriflavine and gentian 
violet, 1 to 5 per cent., and in aqueous or in spiritous solution. They tend to 
reduce secondary infection but cause staining of the meatus, which is a 
disadvantage. Hydrogen peroxide serves no useful purpose and should not 
be used. 


ZINC IONIZATION 


Zinc ionization is still used with success, particularly for central and 
anterior perforations. The ear is thoroughly cleaned and the meatus filled 


with a 2 per cent. solution of zinc sulphate. The positive electrode is then 
introduced into the meatus using a vulcanite speculum, and the negative 
electrode, covered with a thick layer of gauze, lint or towelling soaked in 
saline, is fixed to the arm. A current of up to 2 milliamps is passed for fifteen 
minutes. The meatus after treatment is mopped dry and left alone. The 
ionization may be repeated after a week and carried out, if necessary, for 
three or four weeks. 


ANTIBIOTICS IN CHRONIC OTITIS MEDIA 


Penicillin given systemically, and also locally, gives disappointing results. 
This is not surprising when the organisms found in the discharge are re- 
called. They include B. coli, Pseudomonas aeruginosa (pyocyanea), B. proteus, 
as well as staphylococci, streptococci and diphtheroids. 

Streptomycin, 1 g. intramuscularly daily, and perhaps also locally in 
solution (1 g. to 20 ml.) reduces the secondary infection, but recurrence of 
symptoms when the injections are stopped is only too common. Chloram- 
phenicol and aureomycin are not advised for routine treatment. 

Conservative therapy can be slowly reduced as the discharge becomes 
less, and once the ear becomes dry, may be discontinued. If the discharge 


persists after a prolonged and regular course of treatment the question of 
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surgery arises. Conservative treatment should be discontinued when any 
of the following symptoms occur :— 

(1) A constant throbbing pain, deep in the ear and radiating to the fore- 
head, temporal or occipital region. This may indicate a peri-sinus or extra- 
dural abscess, which means pus under pressure. 

(2) Giddiness and headaches. These symptoms may be found in the early 
stages of a cerebellar abscess. 

(3) Vomiting, headaches and shivering with giddiness, which might be 
called by the patient influenza or gastric flu. 

(4) Facial paralysis. ‘This indicates that the disease, commonly a choles- 
teatosis, is eroding through the bony facial caval and only early operation 
can prevent a permanent palsy. 


SURGICAL TREATMENT 


The aim of surgical treatment is to eradicate the focus of disease and, if 
possible, to restore the function of the ear. When the mastoid antrum and 
mastoid air cells alone are the focus of the disease, then a cortical mastoid- 
ectomy may suffice to produce a return of function. If the disease is located 
in the attic and antrum then a modified radical mastoidectomy, leaving the 
ossicles and tympanic membrane undisturbed, may be the operation of 
choice if the hearing is serviceable. When the disease is extensive and there 
is no hope of improving the hearing a radical mastoidectomy is performed, 
which means making the patient safe from complications and giving him a 
dry ear. 
CONCLUSION 


The patient with a chronic running ear is worthy of a little time and trouble 
in assessing the extent of his disease and then attempting to eradicate it. 
The reward of a dry and safe ear, whatever the state of the hearing, is 
gratifying to both patient and doctor. 





THE TREATMENT OF OTOSCLEROSIS 


By TERENCE CAWTHORNE, F.R.C.S. 
Surgeon for Diseases of the Ear, Nose and Throat, King’s College Hospital 


‘But only consider that for six years past I have fallen into an incurable condition, 
aggravated by senseless physicians, year after year deceived in the hope of recovery, 
and in the end compelled to contemplate a lasting malady . . . but not yet could | 
bring myself to say to people “Speak louder, shout, for I am deaf!” Oh! how 
should I then bring myself to admit the weakness of a sense which ought to be 
more perfect in me than in others?’.—Romain Roland: ‘ Beethoven the Creator’ 
Tuis extract from the Heiginstadt testament of Beethoven, which he wrote 
at the age of thirty-two while at work on his second symphony, gives a vivid 
picture of a sensitive soul afflicted by deafness in early adult life. Such 
deafness, appearing first in the late teens or early twenties, and progressing 
slowly but relentlessly, is typical of otosclerosis. Until quite recently such 
sufferers had no better prospect of escape from their silent prison than had 
the unfortunate Beethoven. Now, thanks to efficient and wearable hearing 
aids and to the fenestration operation, those afflicted by otosclerosis have a 
good chance of re-entering and remaining in the world of sound. 

The success achieved by these measures has put new heart into the deaf, 
and into their medical advisers, who no longer need to dread pronouncing 
the diagnosis of deafness as being tantamount to a life-sentence of deafness. 
In consequence, such well-meaning euphemisms as ‘catarrhal deafness’ are 
no longer needed to conceal the true nature of the condition. And this is all 
to the good, for both patient and doctor were often misled by this term, 
‘catarrhal deafness’, into persevering with useless local treatment, such as in- 
flation of already patent Eustachian tubes, and operations on the nose and 
throat. These and other measures, though more often than not undertaken 
with the best of intentions, were the reason why Beethoven’s uncompli- 
mentary remarks about his doctors must have been re-echoed countless 
times since. 


THE PROBLEM 


Before considering any further the management of otosclerosis it will be as 
well to inquire into the nature of the condition and into the way in which it 
impedes normal hearing. 

The end-organ of hearing lies in the coiled anterior part of the bony 
labyrinth—the cochlea. The posterior part of the bony labyrinth comprises 
the semicircular canals which are concerned with balance. Joining the two 
parts of the labyrinth is the bony vestibule, in the outer wall of which are 
two openings, the oval and the round windows. The end-organs of hearing 
and balance occupy only part of the bony spaces in the labyrinth, the re- 
mainder being filled with fluid, the perilymph. Air-borne sound waves from 


November 1951. Vol. 167 (499) 








500 THE PRACTITIONER 


the outside are conducted down the external meatus to the ear drum, across 
the middle ear by the ossicles, the innermost of which—the stapes—fits into 
the oval window. The plunger-like movement of the stapes footplate in the 
oval window caused by the transmitted sound wave is transferred to the 
fluid perilymph within the bony labyrinth. This fluid wave stimulates the 
end-organ of hearing, and thus sound is perceived. The round window acts 
as a kind of escape valve which encourages the fluid wave to move in the 
right direction. 

In otosclerosis, new spongy bone develops in certain areas of the bony 
labyrinth, a favourite site being just in front of the oval window, where a 
tiny fissure in the bone, the fissula ante fenestram, is often to be found. If, 
and when, the new spongy bone spreads over the margin of the oval window 
to the stapes footplate, free movement in response to conducted sound waves 
is hampered and the hearing is, in consequence, impaired. As the oto- 
sclerotic bone spreads, so the movement of the stapes footplate is even more 
restricted and the deafness deepens. Should the bony growth extend even 
farther to involve, for instance, the round window as well, the deafness may 
be profound. 

Why the labyrinth should be singled out for this bone disease is not 
known, but a possible clue may be that the bony labyrinth is the only part 
of the skeleton that is fully developed at birth. The otosclerotic bone seems 
to start in certain preformed spaces, and is always most active during 
adolescence and the later months of pregnancy, which are jusi the times when 
substances stimulating to bone growth in general are likely to be circulating 
in the blood. The fact that otosclerosis often runs in families may be due to 
an inherited tendency to fissures or preformed spaces in the bony capsule of 
the labyrinth. Another interesting feature in the natural history of oto- 
sclerosis is that for every person deafened by it there are eight who have 
symptomless areas of otosclerotic bone in the labyrinth. 

The recognition of otosclerosis does not often present any great difficulty. 
It is nearly twice as common in women as in men, and in nearly three- 
quarters of the cases the deafness is first noticed in the second or third 
decades. The deafness is of the conductive (middle-ear) type, nearly always 
progressive—although the rate of progress may be erratic—and in about 
half there is a history of a similar type of deafness in the family. Jt will 
usually be found that hearing is better in noisy surroundings, that the voice 
is soft, and that, apart from the deafness, the patient is in good health. 
Examination reveals normal ear drums and patent Eustachian tubes, whilst 
attention to any deviation from normal in the upper respiratory and upper 
digestive tracts, no matter how desirable and necessary it may be for its 
own sake, is unlikely to have any influence for better or for worse upon the 
hearing. Hearing tests show that the deafness is primarily conductive 
(middle-ear), although they may suggest, especially in long-standing or 
rapidly progressive cases, that the underlying organ of hearing may also be 
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impaired. This latter point is of some importance in assessing suitability for 
the fenestration operation. 
THE SOLUTION 


Once the diagnosis has been firmly established, the question of the most 
appropriate form of treatment naturally arises. The very nature of the 
disease makes removal of the diseased bone impracticable; and as yet 
nothing has been found to prevent its onset. Once established, the disease 
pursues its course, unaffected by anything except possibly pregnancy, which 
may hurry it on. 

Apart from the unfortunate few (less than 1 per cent.) who are only able 
to understand what is said to them through the medium of lip-reading and 
signs, the question of treatment resolves itself into whether to decide forth- 
with on a hearing aid, or first to try a fenestration operation. 


HEARING AIDS 


The modern hearing aid relies for its amplification on miniature wireless 
valves powered by two small batteries. A small earpiece fits into the ear and 
the microphone and amplifier may be combined in one small case, or the 
batteries may be carried separately. It is wearable, efficient and unobtrusive, 
and the even amplification that it provides for all the frequencies within the 
range of speech is particularly suited to overcome the deafness caused by 
otosclerosis. A very small number of patients will hear better by using a 
bone conduction receiver. A few may be so deaf that they are unable to 
derive any benefit from an aid. The question of cost need no longer arise 
now that an aid is available free of initial or maintenance charges, under the 
National Health Scheme. The extent to which an aid can help is determined 
by trial, practice and training. The most serious objection to an aid is that 
it does not prevent the deterioration of hearing by spread of the disease. 
Other objections include the appearance, the nuisance of wearing it, trouble 
with batteries and breakdowns, and the fact that it amplifies all sounds that 
it picks up, unwanted, as well as wanted. 


THE FENESTRATION OPERATION 
The fenestration operation for the relief of deafness due to otosclerosis is 
now firmly established. It consists in making a new window in the bony 
labyrinth through which air-borne sound-waves may pass to mobilize the 
labyrinthine fluids and thus stimulate the organ of hearing. The opening is 
made in the anterior part of the bony external semicircular canal, just above 
the facial nerve, which separates it from the impeded oval window. The new 
opening is covered over by a thin flap of skin taken from the skin lining the 
bony external meatus, and so fashioned that it is continuous with the ear- 
drum itself. 
The idea of bypassing the sound waves through the vestibule was origin- 
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ally conceived by Barany of Hungary. Jenkins of England, Holmgren of 
Sweden, and Sourdille of France further developed the idea, and Lempert 
of New York finally perfected the technique of the modern fenestration 
operation. By no means every case of otosclerosis is suitable for operation 
and, broadly speaking, those patients in whom the otosclerotic process is 
limited to the region of the oval window and in whom the end-organ of 
hearing is actively functioning are most likely to respond to operation. The 
grading of cases into suitable, borderline, and unsuitable should be under- 
taken by every surgeon doing this work, and by matching this preoperative 
grading against his results, some estimate of the prospect of an operation 
being successful can be made in each case. The following table gives some 
idea of what can be expected of the operation:- 


EFFECT ON HEARING OF FENESTRATION OPERATION FOR OTOSCLEROSIS 
(in 400 consecutive patients eighteen months or more after operation) 





Hearing Total Suitable Unsuitable 


Improved. 310 192 
Unchanged 71 2 


Worse 19 














Thus in skilled hands—and only practised and gentle hands should under- 
take this most delicate of surgical procedures—some three-quarters of those 
submitting themselves to operation can expect a worthwhile and lasting im- 
provement in hearing. The operation is not dangerous, postoperative dis- 
comfort is rarely excessive, and a return to everyday life within a month is 
the rule. Any improvement in hearing is more natural and, in consequence, 
more satisfactory than the hearing afforded by a mechanical aid. Deteriora- 
tion of hearing by spread of otosclerotic bone is unlikely, for the new 
window is made in a part of the bony labyrinth to which otosclerotic bone 
rarely spreads. This is of some importance to married women patients who 
may wish to raise or increase a family and who, after a fenestration opera- 
tion, may do so without any fear of the hearing in the operated ear being 
made worse by pregnancy. The major drawback to the operation is that a 
successful outcome cannot be guaranteed. 

A very occasional (about 1 per cent.), although fortunately always tem- 
porary, complication is facial paresis, which is hardly surprising, as the 
fenestra is made within a millimetre of the facial nerve. Postoperative 
dizziness is the rule, but this is usually overcome within a month of the 
operation. Discharge from the operated ear may persist for a long time, and 
though it does not affect the result as regards the hearing, it may call for 
special. and regular attention. In a proportion of successful cases (about 
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15 per cent.) the initial improvement is lost because the fenestra closes up, 
and it may do this at any time within eighteen months of the operation. This 
has been taken into account when estimating that some three-quarters of all 
cases submitted to operation, including borderline and a few unsuitable 
cases, will derive lasting benefit from the operation. 

In a few cases (less than 5 per cent.) the hearing in the operated ear only 
may be made worse by the operation. For this reason it is usual to select 
the worse hearing ear for operation. If this is successful and the improvement 
in hearing is maintained, then the other ear also may, at a later date, be 
submitted to operation. If, however, the operation on the first ear is un- 
successful, then it is wiser not to attempt the other ear; if for no other 
reason than that a fenestrated ear does not always respond well to the 
amplification of a hearing aid. 


CONCLUSION 

The final decision as to what course to adopt in a case of otosclerosis can be 
taken only by the patient, who should be given, preferably in writing as well 
as by word of mouth, the points in favour and against both hearing aid and 
operation, together with an estimate of the amount of improvement in 
hearing that either is likely to offer. It is as well to point out that an opera- 
tion should be decided upon only if the patient is prepared to face up to the 
possibility of failure, although it can also be said that in such an unfortunate 
event hearing can still be restored by using an aid. Many patients will feel 
that they have little to lose by giving fenestration a trial, but this should 
never prevent their medical adviser from giving them as accurate an estimate 
of their chances of success as his experience will allow. 

Age is no bar to the operation, provided that the organ of hearing is 
effective and the general health of the patient good. In fact, older patients 
often do better than younger, possibly because the disease is less active and 
the likelihood of re-growth of bone over the fenestra is less in older patients. 

The fenestration operation for otosclerosis is the greatest otological 
event of our time. Although it cannot restore hearing to normal, it will 
enable some three-quarters of those who elect to try it to hear most forms of 
speech and music sufficiently well for all ordinary purposes. For those in 
whom the operation does not succeed, and for nearly all the remainder who 
do not choose the operation or who are considered to be quite unsuitable, 
a hearing aid, after adequate training and practice, will enable them in most 
circumstances again to enjoy both speech and music. 








THE USE AND LIMITATION OF 
HEARING AIDS 


By F. C. ORMEROD, M.D., F.R.C.S. 
Professor of Laryngology and Otology, University of London; Surgeon, 
Royal National Throat, Nose and Ear Hospital. 
A HEARING aid is a device which modifies the intensity of sound so that a 
deaf patient can hear and identify sounds which are otherwise outside his 
range of hearing. The simplest and probably oldest example of this is the 
cupping of the hand behind the ear, and this was followed by the introduc- 
tion of the hearing trumpet or speaking tube. 

The modern electrically powered aid has many advantages. Its power of 
magnifying sound is greater, and it is possible to increase certain sounds, and 
to leave unaltered other sounds. This power of selection is limited, and 
cannot be used to prevent magnification of all unwanted sounds which are 
met as background noise. The degree of magnification is controllable and 
can be varied continuously. In addition, the apparatus can be set so that the 
emphasis of the amplification lies in the lower or in the higher part of the 
hearing radius. The power of magnification is not infinite and it is not 
possible to correct every example of deafness. It is not possible to replace the 
powers of perception of the cochlea and the conductivity of the acoustic 
nerve when they have been damaged or destroyed, but it is possible to drive 
a greater volume of sound through the various obstructing conditions of the 
middle ear, and even to compensate for some of the failure of perception by 
the cochlea or of stimulus transference by the acoustic nerve. 


HISTORICAL DATA 


Non-electric aids have been in use for at least two hundred and fifty years 
—and probably much longer. The earliest recorded type consisted of a 
cigar-shaped tube about four feet long and three feet in its middle circum- 
ference. The listener applied his ear to one end and the speaker his mouth 
to the other. Later, ram’s or bull’s horns, hollowed and fitted with silver ear- 
pieces, were popular during the eighteenth and early nineteenth centuries. 
They were replaced during the succeeding industrial epoch by metal instru- 
ments, shaped like trumpets, cornets or banjos, and still later by plastic 
auricles and flexible speaking tubes. 

The electric telephone was invented by Alexander Graham Bell in 1876, 
and the story has it that he modified his invention to enable his deaf wife to 
hear. The first hearing aid was put on the market in 1898 by the Dictagraph 
Company of America, and was of the microtelephone type with carbon 
granule microphone and carbon diaphragm. The range of these aids was 
poor and the efficient life of the microphone short. From 1924 onwards the 
development of the radio-valve amplifier opened up possibilities of a more 
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efficient type of aid, and such were constructed but, owing to the size of the 
valves and the components, were barely portable and certainly not wearable. 
By 1938 the size of the valves had been reduced so that they could be in- 
corporated in a pocket aid. The great developments of radio valves during the 
recent war has made it possible to incorporate as many as five valves in a 
pocket aid and to include the high and low tension batteries as well. The cost 
of these new and efficient aids was high and they were out of the unaided 
reach of the majority of hospital patients. As a result the Medical Research 
Council was asked to consider the possibility of devising an aid which would 
be applicable to the majority of deaf persons and could be produced in large 
quantities at a low price. An Electro-Acoustics Committee was set up and ina 
comparatively short time produced an aid which gave good hearing to all 
but two or three per cent. of deaf persons. Its design enabled it to be 
manufactured on mass production lines at a relatively low cost. It was 
decided that this aid should be distributed as one of the benefits of the 
National Health Service, and the entire output of this aid, known as the 
‘Medresco’ aid, has been supplied to patients seeking assistance through the 
new service. 


APPLICATION OF AIDS TO VARIOUS TYPES OF DEAFNESS 
It has always been recognized thit the electrical aid was ideal for conductive 
or middle-ear deafness, but it was thought, and mostly with good reason, 
that these aids were unsuitable for subjects with perceptive or nerve deaf- 
ness. The older aids gave a good amplification for the lower tones which a 
patient with perceptive deafness heard well in any case, and did not specific- 
ally amplify the higher notes which the patient did not hear. These aids 
produced a loud booming of the lower tones with no improvement for the 
higher ones. Such patients were usually advised to use a trumpet or speaking 
tube and to learn lip-reading. The ‘Medresco’ aid has a double setting so 
that the emphasis of amplification can be shifted up the scale, and it has 
been found that the majority of individuals with perceptive deafness— 
including presbyacusis or senile deafness—benefit greatly from the 
‘Medresco’ aid in its upper setting. 

Degree of deafness warranting the fitting of an aid.—The object of having an 
aid is usually to enable the subject to hear the conversation of the individuals 
among whom he or she lives and works, which is otherwise difficult or im- 
possible. Others with a less marked disability cannot hear well in theatres 
or in church, and only require assistance for such purposes. In the other 
direction there are those who only hear loud conversation with difficulty 
and find listening to the telephone very difficult. These three classes 
represent Grades II, I and III according to the Beasley classification, and 
represent a loss of hearing from 34 to 47 decibels in Grade II which is the 
most numerous, of 18 to 33 decibels for Grade I, and of more than 47 
decibels for Grade III, as measured on the speech audiometer. Patients in 
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Grade I will not need an aid for hearing ordinary conversation but will 
require slight amplification for theatre and church. This need for slight 
amplification is also experienced by some musicians who have a slight 
hearing loss. 


NUMBERS OF DEAF INDIVIDUALS IN THE UNITED KINGDOM 
IN 1947 

A survey of a block of the population, in a house canvass carried out in 

1947, with special reference to hearing, gave an indication that there were 

about 1,730,000 individuals whose deafness caused them some difficulty. 

In addition, there were 800,000 who had slight deafness in one ear only. 

Another 46,000 represented the totally and the congenitally deaf. 

Of this large total, 860,000 had difficulty only in the theatre or church 
(Grade I) and not all would require an aid, but the majority of the 790,000 
in Grade II, who could not hear ordinary conversation without difficulty, 
would be greatly helped by an aid. The survey showed that only about half 
the deafened individuals had ever taken medical advice about their deafness, 
and another question showed that only about 45 per cent. were at all disposed 
to use an aid. It was therefore thought that only about half the deafened 
individuals, who might have benefited by an aid, would make any effort to 
obtain one, even if they were issued free of charge. It was also found that 
there were about 65,000 people in the country actually using an aid obtained 
from a commercial firm, and it was felt that these would not apply for an 
aid issued free by the Government. By this series of exclusions the number 
expected to apply for an aid was said to be in the neighbourhood of 300,000. 
Perhaps the readiness to obtain something which would make life more 
comfortable but was not of prime necessity and was obtainable at no cost, 
when previously the cost would have been prohibitive, was not 2ppreciated. 
Also the fact that service and batteries were to be provided free with the 
government aid, but that the possessor of a commercial aid had to pay for 
service and for replacement of batteries, probably led to many individuals, 
who already had a satisfactory commercial aid, applying for a government 
aid. 


EXAMINATION AND TESTING THE HEARING OF CANDIDATES 
FOR THE ISSUE OF AN AID 
The ‘Medresco’ aid is issued to deafened people only after they have been 
examined by an otologist, whose first task is to determine the cause of the 
deafness, and to assess whether the causative condition is treatable or not. 
Impacted cerumen, external otitis, exudative and suppurative otitis media, 
obstruction of the Eustachian tube and dental sepsis causing perceptive 
deafness should be treated before the decision as to the necessity for an aid 
is settled. Once this has been done the hearing capacity of the individual 
should be tested. This is done by means of tuning forks, conversational 
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voice, pure tone audiometry and speech audiometry, if available. ‘The latter 
two methods are not essential to the fitting of an aid but they are valuable 
as a record and a means of checking any real improvement or deterioration 
in the hearing at suitable intervals. That an audiograph is unnecessary for 
the fitting and supplying of a hearing aid is due to the fact, discovered 
simultaneously by the Medical Research Council Electro-Acoustics Com- 
mittee and by the Electro-Acoustic and Psycho-Acoustic Laboratories of 
Harvard University, that there was no need to prescribe a special hearing 
aid for each individual’s particular deafness, but that one could be made to 
satisfy all but the smallest proportion of the deaf. 

Application of hearing aids to the subject.—A test aid is fitted to the patient 
using a standard insert receiver, that is, a plastic tube covered with ridged 
rubber which is fitted into the external meatus. If the result is satisfactory 
and the tone control has been set at the correct adjustment, a mould is made 
of the external meatus, using a special dental preparation, it is then cast 
into a bed of plaster of Paris, and from this is made a moulded plastic insert 
which fits perfectly into the meatus, and is attached to the receiver, giving 
the highest possible reception and cutting out the greater proportion of 
extraneous noise. The subject is instructed in the management and care of 
the apparatus and in the conservation of the batteries. The batteries are 
considerably larger and heavier than those supplied with commercial aids 
and are correspondingly clumsy and ungainly, but they have the advantage 
of being very much more economical in use, and the cost of maintenance— 


which is in any case heavy—is thereby much lightened. It is of great help to 
the deaf person if in addition to using an aid he can lip-read, and instruction 
should be given to that end, thereby increasing his power of perception of 
conversation. 


THE SUPPLY OF ‘MEDRESCO’ AIDS 

As one of the provisions of the National Health Act it was laid down that 
there should be a free issue of a hearing aid to any person, certified by an 
otologist to require one, followed by free service and free supply of batteries. 
The supply of aids was restricted to the ‘Medresco’ appliance and no aids 
produced by the commercial manufacturing firms were included in the 
distribution, nor were the possessors of such aids entitled to free service 
or supply of batteries. At the beginning of the National Health Service in 
July, 1948, it was arranged that ‘Medresco’ aids should be distributed at 
first from four hospitals in England and Wales—two in London and two in 
the Provinces. Special clinics where patients referred by otologists were re- 
ceived were set up in these hospitals, the condition of the ears and their 
hearing loss were checked, and they were fitted with an aid. On the initiative 
of the hospitals a moulded plastic insert was made for each individual 
patient. ‘The principle of the moulded insert was later adopted by the 
Ministry, and arrangements were made for the processing of the plastic 
inserts on a considerable scale. 








508 THE PRACTITIONER 


There was a very large demand for the hearing aids and all hospitals were 
thronged with applicants, and as nothing could be done for them, waiting 
lists were prepared, then priority waiting lists were added, and later both 
were closed as they had become unmanageable. The four hospitals where 
distribution centres had been set up were swamped by many hundreds of 
applicants each week who came independently, from their doctors and from 
other hospitals where there were no centres. There was neither room nor 
staff to deal with these very large numbers and, if there had been, there were 
not the deaf aids to give to them. This led to the formation of more long 
waiting lists for the preliminary check, for the testing with an aid and the 
preparation of inserts, and finally for the fitting of the aid. The problem in 
London became much better as the two centres increased their staff and as 
a better flow of aids came from the contractors. Some sixty or seventy ter h- 
nicians were trained in one of these hospitals and were sent to many new 
centres which were being opened throughout the country, until at the 
present time there are almost fifty. The delay in getting them started means 
that there is a waiting period of about three years in most of these centres, 
and as more of the aids have been deflected to the provincial centres the 
position in London has deteriorated. There are more centres in London but 
fewer aids, and so the waiting period has also crept up from a few months to 
three years. 

The ‘Medresco’ aid is a good one; deaf persons are very pleased with its 
performance, and it is of the greatest help to 97 to 98 per cent. of the deaf. 
It has the drawback of easily getting out of order, sometimes needing minor 
adjustments to the leads, but often requiring return to the factory and com- 
plete overhaul. In such event it has been the practice to replace the non- 
working aid by a new one. As more aids are issued, more will come back for 
repair, and already the replacements are making very serious encroachments 
on the number available for distribution. In at least one centre the number 
of aids issued for replacement is considerably more than half the total. 

In the first three years of the National Health Service, in England and 
Wales, 141,565 deaf persons were issued with a ‘Medresco’ aid, and during 
the same period 57,425 aids were issued as replacements of faulty ones. 
The estimate of 300,000 persons requiring an aid was a very conservative 
one and in fact a serious underestimate, and no account had been taken of 
the considerable group of people who in the past had bought aids for the 
express purpose of hearing in church, in the theatre and in meetings of 
various kinds. Even if this number were correct, in the first three years of 
the service less than 200,000 aids had been issued and less than 150,000 
applicants—that is, under half the estimated number—had been fitted with 
an aid. 

There is a very limited number of deaf people who cannot hear with the 
‘Medresco’ aid. Some are too deaf, some have high-tone perception deaf- 
ness, and some with conductive deafness cannot hear with the meatal re- 
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ceiver but could hear by bone conduction. Research work is being conducted 
on the production of an efficient bone conduction receiver as the existing 
types are not at all satisfactory, and it is hoped that when this has been 
completed it will be possible to issue the ‘Medresco’ aid with the bone 
conduction receiver to the 1 to 2 per cent. who hear better with it. The 
users are advised as to the necessity for looking after the aids carefully, and 
for keeping the plastic insert clean. They are also advised that wearing an 
aid may be a little uncomfortable at first, and the background noise, which 
they have probably not heard for years, may also be disturbing but that 
they will get used to these slight drawbacks. They are advised not to use 
the aid too long at a time at first, as listening becomes tiring, but they will 
soon be able to wear the aid continuously, varying the volume by the control 
as required, and switching off whenever the opportunity presents. They 
should always arrange to be as near a speaker or other source of sound as 
possible so that the degree of amplification used is as small as possible and 
therefore magnification of background noise is kept as low as possible. It is 
advisable to keep a number of batteries of both high and low tension, and to 
change them round frequently and so prolong their life. 

During the summer of 1950 a check was made by means of house to 
house visits by trained observers on the use being made of the ‘Medresco’ 
aid which had been issued during the first two years of the Service. Of the 
first 70,000 distributed, four thousand had been returned, roughly half by 
patients and half by relatives of patients who had died, and another 2000 
unused ones awaited collection. Of the remaining 64,000 patients, 95 per 
cent. claimed to be using their aids, and on the average each aid was in use 
for 4.9 hours a days: 65 per cent. said that, with the aid, they could under- 
stand everything that was said if the speaker was talking directly to them. 
The best results were obtained among patients in the thirty-five to forty- 
four years age-group. In half the families, of which the patient was a 
member, the head was earning less than {5 a week. 

The results of this survey confirm the opinion formed by those working 
in the distribution clinics that the ‘Medresco’ aid is a good one and fills a 
definite need, particularly among the less well paid portion of the community. 
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SOCIOLOGICAL ASPECTS OF DEAFNESS 


By R. SCOTT STEVENSON, M.D., F.R.C.S.Epb. 


Chairman of Council, National Institute for the Deaf; Surgeon, Metropolitan Ear, 
Nose and Throat Hospital. 


‘THE extent of the problem of deafness in this country has been more 
accurately gauged since the Social Survey Division of the Central Office of 
Information carried out an investigation in 1947, primarily in order to 
provide an estimate of the number of Government hearing aids likely to be 
required under the National Health Service in July, 1948. The report of 
the Social Survey (Wilkins, 1948, revised 1949) was based on a set question- 
naire concerning some 31,000 persons in England, Scotland and Wales 
over the age of sixteen, and the interviewing was done by trained field staff 
of the Social Survey who called upon the preselected subjects in their own 
homes. This deafness survey was part of the ‘Survey of Sickness’ which is 
carried out monthly for the Registrar-General and the Ministry of Health, 
and names were drawn strictly at random from a geographically balanced 
and scattered, preselected number of maintenance registers. The data were 
supplied by informants about their hearing ability in response to standard 
promptings by investigators, so that the report is concerned mainly with 
complaints of deafness, whether real or imaginary, and whatever their origin. 
The total number of deaf persons in the population of England, Scotland 
and Wales was thus calculated to be 1,765,000, made up of 15,000 deaf 
mutes, 30,000 totally deaf, 70,000 deaf to all natural speech, and 1,650,000 
hard of hearing persons, of whom 790,000 had difficulty in hearing normal 
direct speech without aids, but could hear loudly spoken speech; the 70,000 
‘deaf to all natural speech’ had difficulty in hearing loudly spoken speech 
but could hear speech amplified by hearing aids or other means. It was 
calculated, incidentally, that some 300,000 persons would apply for Govern- 
ment hearing aids. 
FACTORS REVEALED BY SOCIAL SURVEY 

This Social Survey brought out some interesting facts: for example, only 
about half of the persons suffering from a moderate degree of hearing loss 
had at any time sought medical aid, but when the hearing defect was serious 
nearly all persons so suffering had at some time sought some form of advice, 
usually from a general practitioner. About 4 per cent. of the deaf persons, 
or a total of 65,000, were using hearing aids at the time of the survey, but a 
further percentage reported that they had used aids in the past but had 
given them up. It appeared from the Survey that in 1947 hearing aids were 
unpopular for other reasons than their cost, the main reason being that in 
the sociological sense of the word they were not ‘fashionable’, in the same 
way that spectacles had been formerly. It was also found that, age for age, 
the deaf are slightly worse off, as regards income, than the non-deaf, and 
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20 per cent. of the deaf found deafness a disadvantage to their work, whilst 
about 2 per cent. found it a positive advantage because they could hear 
better than others in a noise. 

At the end of the first two years of the National Health Service the 
Ministry of Health asked the Social Survey to find out the extent to which 
deaf patients were using their hearing aids and whether or not they had any 
criticisms to make. This survey (Gray and Cartwright, 1951) was carried 
out by patients being visited in their homes by trained interviewers who, 
using a standard questionnaire, recorded the answers to some 70 questions. 
It was found that of the 70,000 adult patients who had been issued with an 
aid before April 30, 1950, 66,000, or 94 per cent., still had an aid at the time 
of the inquiry in August, 1950; more than half of the 4000 aids which had 
been returned belonged to patients who had died. Of the 66,000 deaf 
patients who still had an aid, 63,000, or 95.5 per cent., claimed to use them, 
the average daily use being 4.9 hours. The chief criticism of the ‘Medresco’ 
hearing aid was about the weight and bulk of its batteries; but, on the other 
hand, it has to be admitted that they last for an almost incredible time. 


THE PSYCHOLOGICAL EFFECTS OF DEAFNESS 


The loss of communication is not the deafened person’s most serious loss; 
deafness causes a psychological upset, a depression, even more basic than 
the difficulty in communication, and it is important to recognize the cause 
of this. It is quite different from the psychological effects of blindness. As 


Wilfred Trotter pointed out, the only medium in which man’s mind can 
function satisfactorily is the herd, which therefore is not only the source 
of his opinions, his credulities, his disbeliefs, and his weaknesses, but of his 
altruism, his charity, his enthusiasms, and his power. ‘To bring about the 
rehabilitation of a deafened person he must be brought back into the herd 
of normally hearing individuals and identify himself with their interests 
and activities. Not only direct conversations with friends, but the subtle 
contacts of casual snatches of the conversation of passers-by and the back- 
ground noises of the living and changing world around us, of which we are 
normally unaware, all contribute to the feeling of belonging to the group, 
as opposed to the isolation of the deaf. It is this feeling of isolation that is 
the cause of the depression, and once the deafened person has realized the 
reason for his depression it can, at least to a considerable degree, be over- 
come by the use of a hearing aid and the acquirement of skill in lip-reading, 
and especially by participation in social life, perhaps first of all with other 
deafened persons, as in a ‘hard-of-hearing club’, but even better with 
ordinary hearing people. 


EDUCATION AND WELFARE 


Deafness has never excited the same sympathy in the mind of the public as 
blindness and other severe disabilities, but there is evidence today of an 
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increasing sympathetic interest in the handicap of deafness. The systematic 
education of the deaf (which began in Spain in the sixteenth century) was 
conceived for religious motives, and many of the welfare societies for the 
deaf in England are still termed ‘missions’. Following a Royal Commission 
in 1889, the educational needs of deaf children were recognized by the 
passing of the Elementary Education (Blind and Deaf Children) Act in 
1893, which made provision for the education of deaf children between the 
ages of seven and sixteen. In 1937, the Education (Deaf Children) Act was 
passed, lowering the age at which compulsory education of deaf children 
could begin, and the Education Act of 1944 gave optional powers for local 
authorities to provide nursery school accommodation from the age of two 
and continued education from sixteen to nineteen. In England, Scotland and 
Wales there are at present over 4,500 children being educated in schools 
for the deaf, some 230 of them being under the age of five. The Mary Hare 
Grammar School, a boarding-school near Newbury, provides higher 
education for deaf boys and girls, who achieved a dozen school certificates 
last year. 

In 1943, the Medical Research Council, at the instance of Mr. Ernest 
Brown, then Minister of Health, set up three committees to investigate 
different aspects of the problem of deafness, and from the report of the 
Electro-Acoustics Committee arose the ‘Medresco’ government hearing 
aid, one of the provisions of the National Health Services Act of 1946. The 
National Assistance Act of 1948 was the first major Act of Parliament 
specifically to mention the adult deaf. The National Assistance Act did not 
go quite so far as those interested in the welfare of the deaf had hoped, for 
it made the provision of welfare services for the deaf by local authorities 
permissive, and not obligatory. Nevertheless, it empowered local authorities 
to provide through the agency of voluntary organizations any of the many 
services in the scheme put forward by the Advisory Council for the Welfare 
of Handicapped Persons, and to appoint welfare officers, recruited by public 
advertisement, to perform the duties described in the scheme, which are 
very comprehensive, including the maintenance of a register of the various 
handicapped persons, the provision of hostels and homes, of special work- 
shops, and of recreational facilities. 

This Advisory Council for the Welfare of Handicapped Persons was set 
up by the Minister of Health in June, 1948, under the chairmanship of Mr. 
Edward Evans, C.B.E., M.P., who for many years has interested himself in 
the welfare of the blind and the deaf, and it has three subcommittees, one 
dealing with auditory defects, one with visual defects, and one with the 
wide range of disabilities included in the word ‘crippled’. Its scheme, which 
has now received the blessing of the Minister of Health and of the Secretary 
of State for Scotland, is a challenge to the voluntary societies, to see that 
their work is efficient, progressive and up-to-date. For it is true that the 
intentions of the Act, at least so far as the deaf are concerned, cannot be 
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carried out without the assistance of the local voluntary organizations which 
for many years past have been carrying on this welfare work, with more or 
less success, usually in the face of serious financial difficulties, and they 
welcome the interest of the Government and the financial grants envisaged. 

Most of these local organizations are connected, through Regional Associa- 
tions for the Deaf, with the National Institute for the Deaf in London, which 
provides central machinery for information, guidance and advice, and is 
kept up entirely by public subscription, so that it is in a position to be able 
to criticize Government policy when necessary. The National Institute for 
the Deaf dates from 1911, when it was set up at the instance of the welfare 
societies and schools for the deaf, which had felt the need for a central 
organization to coordinate their activities and to enlighten the public on the 
problems of deafness. The Regional Associations for the Deaf cover the 
whole of England, Wales and Scotland, and link up local ‘missions’ and 
schools for the deaf, clubs and leagues for the hard of hearing, local 
authorities, hearing-aid clinics, and other agencies for the welfare of the 
deaf and the hard of hearing (Scott Stevenson, 1951). There are in England 
and Wales some 80 local voluntary organizations concerned with the 
welfare of the deaf, and an additional 10 in Scotland; whilst there are about 
140 centres or ‘clubs’ for the hard of hearing, with g more in Scotland, 
nearly all set up and managed by the hard of hearing themselves. The more 
settled financial future of these well-deserving organizations, a closer link 
with the local authorities, and a more benevolent interest on the part of 


Government departments, and particularly of the Ministry of Health, 
augur well for the future of the welfare of the deaf and hard of hearing in 
this country. 
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PRINCIPLES OF GENERAL ANA:STHESIA 
IN CHILDHOOD 
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Anasthetic Registrar, Frenchay Hospital, Bristol; former Anesthetic Registrar, 
The Hospital for Sick Children, Great Ormond Street. 


Every effort should be made to have the child admitted to hospital at least 
one night before operation, preferably longer, so that he may become 
accustomed to strange surroundings. An adequate medical examination 
should be made by the anzsthetist to assess the general condition of the 
child, and to exclude the presence of infectious disease, especially the 
common cold. 


PREPARATION AND PREMEDICATION 


It is usually desirable to have the child actually asleep on arrival in the 
anzsthetic room, and the nurse in charge should be instructed to see that 
nothing is done to disturb him until the beginning of the anesthetic, when 
it should be possible to induce anzsthesia without waking him. By the oral 
route, drugs commonly used to produce sleep are ‘nembutal’ and ‘seconal’, 
in doses of 0.6 grain (39 mg.) per stone (6.1 mg. per kg.) body weight, given 
one to one-and-a-half hours preoperatively. The powder may be removed 


from the capsule and mixed with jam, when most children will swallow it 
without difficulty. These drugs are reliable and safe, but may cause some 
excitement in the immediate postoperative period. By the rectal route, 
paraldehyde, 60 minims (3.5 ml.) per stone (0.5 ml. per kg.) body weight, in 
10 per cent. solution, or ‘avertin’, 0.1 ml./kg. in 2} per cent. solution, 
has been in common use for some time. Both have the distinct disadvantage 
of consisting of rather large enemas for small children, and retention may 
present great difficulty. Very often only partial retention of the drug is 
achieved, with resulting excitement rather than sedation. A more useful and 
more certain drug per rectum is ‘pentothal sodium’, 1 g. per 50 Ib. (44 
mg. per kg.) body weight in a 2} per cent. solution, three-quarters of an 
hour preoperatively. An enema small enough in quantity to be injected from 
an ordinary 20-ml. or 40-ml. hypodermic syringe and rectal catheter results, 
and retention should take place without difficulty. In all cases of premedica- 
tion by the rectal route the dose should be carefully worked out on body 
weight and not age, as indeed should all sedative drugs given to children. 
If the child has had his bowels open the night before operation no rectal 
washout is necessary, but if not, a simple washout with warm water is all 
that should be allowed. On no account should a soap enema be used, because 
of irritation of the rectal mucosa and a subsequent tendency to expel any 
drug injected. Careful watch must be kept on the child from the moment of 
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administration to avoid respiratory obstruction which may result from 
relaxation of the jaw and dropping back of the tongue. 

By injection, morphine, omnopon, or pethidine may be used in bigger 
children when pentothal intravenously is to be used as the induction agent. 
It is wiser to give the injection intramuscularly rather than subcutaneously, 
because absorption from the excessive amount of subcutaneous fat present 
in children is very slow and uncertain. Morphine and omnopon are perfectly 
safe in children provided it is remembered that the dose for morphine is 
1/40 grain (1.5 mg.) per stone (0.23 mg. per kg.) body weight (} grain 
[16 mg.] for 10-stone man), and 1/30 grain (2.2 mg.) per stone (0.34 mg. 
per kg.) body weight for omnopon (} grain [22 mg.| for 10-stone man). 
Atropine or scopolamine must, of course, be used to reduce secretions. 
Atropine is better used from ampoules rather than stock solution, which 
undergoes decomposition on exposure to air. If tablets are used, care must 
be taken not to boil the solution as this destroys the drug. It is generally 
thought that, except perhaps for infants under one year, the dose of atropine 
sulphate should not be less than 1/100 grain (0.65 mg.), but 1/150 grain 
(0.4 mg.) may be sufficient for babies. Newly born infants suffering from 
dehydration do not require atropine, and may suffer from hyperthermia 
after it in the postoperative period. It is thought that the use of atropine in 
these cases may well predispose towards anesthetic convulsions. 


AGENTS AND TECHNIQUES 


Ether is the most common, and by far the safest, general anzsthetic agent 
for children. It is administered by the open drop, or by the semi-closed 
method, using a Boyle’s or similar anesthetic machine. Induction with 
ether is slow and difficult, but good for small babies. ‘The margin of safety 
is much greater than with any other agent. 

Ethyl chloride is very useful for children as an induction agent. It is now 
prepared by the manufacturers mixed with Eau de Cologne, which con- 
siderably masks its own pungent smell. It must be remembered that ethyl 
chloride is a very powerful agent, and the margin of safety is therefore small. 
When used as an induction agent the stage of surgical anesthesia, marked 
by the onset of automatic respiration, should just be reached, and immediate 
transfer to ether should take place with a trickle of oxygen under the mask. 
It is then necessary to administer ether as rapidly as possible so as to establish 
and maintain the third stage of anzsthesia, otherwise the child will quickly 
return to the second stage, and coughing, vomiting, or struggling may ensue. 

If an overdose of ethyl chloride is given and the child stops breathing, 
artificial respiration, either by pressure on the chest or inflation with oxygen, 
should be resorted to without delay until normal respiration is once again 
established. Sometimes apnoea during induction results from overbreathing 
and reduction of the carbon dioxide in the blood stream to below the level 
necessary for normal stimulation of the respiratory centre. In this event the 
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child will probably be in a light plane, but the same measures must be 
adopted to re-establish respiration as in the case of overdose. 

Vomiting during induction should at once be dealt with, the child turned 
on to the side with the head down and the pharynx cleared. It is essential 
that nothing be given to a child by mouth for some hours before operation, 
and both mother and child should be questioned in this respect. Cases have 
occasionally been reported of solid food being vomited during induction 
which has been retained in the stomach for as long as eight or ten hours in a 
shocked or frightened child. 

Di-vinyl ether, or vinesthene, can be used both for induction and main- 
tenance of anzsthesia for short operations. It is not wise to use vinesthene 
for prolonged operations because of the danger of liver damage. Vinesthene 
has an unpleasant smell which cannot be masked, and produces excessive 
salivation. It is highly volatile and is best handled by storing and using from 
an ethyl chloride spray. It is considered by many to be a safer induction 
agent than ethyl chloride, and can be followed, as in the latter case, by ether 
for maintenance. 

Nitrous oxide is a useful anzsthetic for children both for induction of 
anzsthesia and for short anzsthetics as in adults. It must be remembered, 
however, that children will not tolerate any degree of anoxia for more than a 
very short period, so that at least 20 per cent. oxygen should be given with 
nitrous oxide when it is used as the sole agent. When a more powerful agent 
is used with nitrous oxide it is usual to administer 50 per cent. oxygen. 

Chloroform, trilene and cyclopropane must be looked upon as special 
purpose anzsthetics for children. Chloroform and trilene are non-explosive, 
and therefore cannot quite be dispensed with because of the wide use of the 
diathermy and cautery in the operating theatre, and the danger of explosion 
during bronchoscopy and cesophagoscopy. The main danger of chloroform 
lies in the induction period, when sudden death from ventricular fibrillation 
may take place in a healthy child. Chloroform is toxic to the myocardium, 
with resulting lowering of blood pressure, and to the liver, with the possi- 
bility of serious liver damage. It is felt by many that some agent, other than 
chloroform, should be used for induction in children in all cases, and that 
for maintenance, chloroform should be used only in special circumstances 
when the explosion risk is great. If used at all, a high percentage of oxygen 
should be added. Trilene has a small place as a general anzsthetic agent for 
children, especially as an adjunct to nitrous oxide and oxygen in older 
children, or to take the place temporarily of an explosive agent when the 
diathermy is to be used for a short time only. Cyclopropane is used for 
children in thoracic surgery, and sometimes in other circumstances, but its 
use requires special apparatus, such as Cope’s inhaler for infants, or Waters’ 
absorber for small children. It is essentially an agent for the specialist 
anzsthetist, and considerable experience of its use in adults is necessary 
before it is used for children. 
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DENTAL ANASTHESIA 


The child is nearly always an out-patient for dental extraction. No pre- 
medication is necessary if the child is carefully handled, although in some 
clinics small doses of barbiturates are used with effect in refractory children. 
The choice of anzsthetic lies normally between nitrous oxide and oxygen, 
ethyl chloride and vinesthene. Galley (Lancet, 1945, ii, 597) has described 
the use of trilene for dental anzsthesia in children. 

Nitrous oxide is good, but must be used with oxygen to avoid serious 
anoxia, and should always be given through a nasal inhaler so that continuous 
nitrous oxide and oxygen can be administered throughout the extraction. If 
a single ‘shot’ of nitrous oxide is given through a face-piece, the child will 
inevitably be subjected to serious anoxia for a short time, and then before 
the operation is completed will be awake and crying. Such a method is in 
danger of becoming a scramble against time, when neither the anzsthetic nor 
the extraction is done satisfactorily. 

Ethyl chloride is useful and safe, provided it is handled carefully and 
overdose is avoided. A swab or mouth gag should be placed gently in the 
mouth beforehand, since masseter spasm may cause difficulty in opening 
the mouth afterwards. 

Vinesthene also is good for dental extraction in children, although the 
smell is unpleasant. Masseter spasm, however, is not as troublesome as with 
ethyl chloride, but excessive salivation may be a nuisance. Both ethyl 
chloride and vinesthene may be used on an open mask or in a Goldman’s or 
Oxford inhaler. On the whole, the former is usually found to be better 
because the child can be coaxed into anzsthesia holding the mask at first 
some distance away from the face, whereas the inhalers have to be closely 
applied and may frighten the child. Struggling and overbreathing are quite 
likely to result, which may give rise to sudden overdose and temporary 
apnea. 

SPECIAL TECHNIQUES 
Cleft palate and hare-lip operations present special problems to the anzs- 
thetist. Care should be taken to see that these children are as fit as possible, 
with a normal hemoglobin and no fresh cold. Often a chronic upper 
respiratory infection is present, which will only clear up after operation, 
and which, of course, has to be ignored. 

A child undergoing operation for hare-lip is usually about three to six 
months old, and is best anzsthetised with ethyl chloride and ether on an 
open mask with oxygen insuffated under the mask. The depth of anzsthesia 
must be at least second plane of the third stage for intubation, so that after 
the onset of automatic respiration anzsthesia is deepened until the jaw is well 
relaxed. This may take fifteen to twenty minutes, and in no circumstances 
should intubation be attempted until the anzsthetist is satisfied that the 
jaw and larynx are well relaxed. The Shadwell laryngoscope is specially made 
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for infants and should be carefully introduced until the larynx is exposed. 
If the cords are not wide open no attempt should be made to pass a tube; the 
laryngoscope should be removed and anzsthesia deepened further. The small 
blades of Magill’s, Macintosh’s or Foregger’s laryngoscope may be used, 
but the adult blades are much too clumsy. The cords are sprayed with 3, 5 or 
10 per cent. cocaine, and the biggest size tube which will comfortably pass 
is introduced through the mouth. Plain rubber or ‘portex’ tubes with curve 
Magill’s oral connexions, connected to the Magill’s attachment of a Boyle’s 
machine with a loose expiratory valve, may be used. Some anzsthetists 
favour the use of Ayre’s T-piece to provide an open airway instead of the 
expiratory valve, but if the valve is a very loose one most infants are able to 
deal perfectly well with the slight resistance imposed. To avoid compression 
in the mouth of soft-walled tubes, Magill’s armoured tube or Denis Browne’s 
double-walled tube are useful in these cases. The tube must not be passed 
more than an inch or so below the cords, otherwise there is a danger of 
passing it into one or other main bronchus, with resulting collapse of one 
lung. The tube is brought up over the lower lip and the connexions are led 
away to the apparatus over the centre of the chin, to which they are firmly 
secured with waterproofed ‘elastoplast’. Great care is necessary when intro- 
ducing the pharyngeal pack, which should always be done with the 
laryngoscope and forceps, to see that no damage is done to the fauces or soft 
palate, and that the pack is correctly placed well back in the pharynx round 
the sides ofthe tube. The pack, best made of narrow ribbon gauze, should be 
soaked in normal saline or vegetable oil, such as arachis oil, and not mineral 
oil, such as liquid paraffin. The latter may be inhaled and set up a lipoid 
pneumonia, whereas vegetable oils, if inhaled, are harmless in this respect. 

The child is kept at a very light plane of anzsthesia throughout the opera- 
tion: four litres of 50 per cent. nitrous oxide and oxygen with a trace of ether 
are usually adequate. It is important that coughing and vomiting be avoided, 
but deep anzsthesia is harmful and unnecessary. Before taking the tube 
out of the larynx the pack must be removed, and the pharynx and nasal 
passages carefully sucked out. If the child has been breathing very quietly 
severe laryngeal spasm may occur when the tube is removed. Respiration 
may be stimulated with a trace of carbon dioxide immediately before 
taking the tube out, when the tendency to spasm of the larynx will usually 
be avoided. If severe spasm occurs a laryngoscope should be introduced, 
if possible, and any clot lodging in the pharynx removed. It will be im- 
possible to see the larynx which is tightly drawn up anteriorly, and in no 
circumstances should any attempt be made to pass a tube through closed 
cords. The larynx will relax eventually and, in spite of the collapsed appear- 
ance of the infant, all attempts to interfere before this point must be 
restrained, The lungs must be promptly inflated with oxygen as soon as the 
slightest relaxation occurs, and the condition of the child will rapidly return 
to normal. It is necessary to put on a tongue clip, or better still to put in a 





GENERAL ANAESTHESIA IN CHILDHOOD 519 


tongue stitch, to help the nursing staff control the airway immediately after 
operation. The child is returned to the ward in the tonsil position, on the 
side with the head lower than the chest. 

For cleft palate operations the child is usually eighteen months to two 
years old, and the same principles apply as in the case of hare-lip operations, 
except that a rigid tube in the mouth and pharynx is a necessity when the 
Boyle-Davis gag is used, to avoid compression of the tube beneath the blade 
of the gag. An armoured tube may be used or a long curved metal connexion, 
which will reach over the base of the tongue into the pharynx. A nasal tube 
is occasionally preferred by the surgeon, although with a complete cleft it 
may seriously hamper him while sewing together the edges of the soft 
palate. The pack must be pushed well out of the way round the sides of the 
tube against the larynx. Unless intubation is carried out with very great 
care in these small children, severe laryngeal edema may arise in the post- 
operative period. Repeated attempts at intubation at any one time should 
never in any circumstances be made. 

Tonsillectomy never necessitates intubation in childhood. The guillotine 
is not so widely used now, and for dissection of the tonsil considerable depth 
of anzsthesia is necessary for complete relaxation of the jaw and pharynx. 
The operation takes ten to twenty minutes, and a Boyle-Davis gag is often 
used. The head is tilted well back, so that blood will pool in the nasopharynx 
and none will enter the larynx. There should be very little bleeding in this 
operation if the proper planes are dissected. Ethyl chloride and ether, or 
nitrous oxide and ether, may be used, and ten to fifteen minutes are usually 
required to attain an adequate depth. Chloroform is not a good anzsthetic 
because the depth needed is too great for safety. Anesthesia is maintained 
with oxygen and ether through the side tube of the gag, and the child is 
returned to the ward in the tonsil position. 

In cases of bleeding from the tonsillar bed after tonsillectomy it is 
important to find out before anzsthetizing these children how prolonged 
and how severe the bleeding has been, and whether or not aspiration of | 
blood is suspected. The lungs should be examined carefully to exclude 
collapse of a lobe from obstruction of the bronchus by blood clot. The 
child should be anzsthetized on the table with a head-down tilt, only 
atropine sulphate having been given beforehand as premedication. The best 
anzsthetic is either straight ether on an open mask, or ethyl chloride and 
ether with oxygen insufflation, and a sucker at hand to aspirate any blood 
that may be vomited during induction. The child may be shocked, so that 
great care must be exercised to avoid overdose. If obstruction to a bronchus 
is suspected a bronchoscope must be passed, as soon as the child is anzsthe- 
tized, and suction carried out. A Boyle-Davis gag should be used so that 
good exposure of the tonsillar beds is obtained and all the bleeding points 
carefully tied off. A blood transfusion may be necessary in these cases if the 
bleeding has been at all prolonged. 
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NEONATAL EMERGENCY SURGERY 


The most common type of operation met with in the above category is 
that for intestinal obstruction. A Ryle’s tube must be passed to empty the 
stomach preoperatively and a half-normal saline infusion set up intra- 
venously to correct dehydration. No premedication is necessary, and the use 
of atropine may cause serious hyperthermia postoperatively. These babies 
are very acutely ill and great care must be taken while anzsthetizing them 
to avoid overdose. Intubation is essential in all cases to avoid coughing and 
spasm in the light plane of anzsthesia that is necessary, and to prevent 
aspiration of regurgitated stomach contents into the trachea. An ether 
induction on an open mask is safe, although ethyl chloride may be used 
before ether is introduced if great care is exercised. Cyclopropane is useful 
in these cases, but some experience of the drug is necessary for safety. 
Induction may take twenty minutes or longer, because of straining and 
breath holding, but the stage of surgical anesthesia must be reached so that 
the jaw and larynx are sufficiently relaxed for intubation to take place. 
Maintenance is with oxygen and a trace of ether, and it is difficult to over- 
emphasize the importance of a very light plane of anzsthesia throughout 
operation. Most experienced pediatric surgeons prefer the inconvenience 
of occasional straining to the additional shock imposed on an already acutely 
ill baby by a deep plane of anesthesia. A Magill’s armoured tube is useful 
for these babies, introduced with a Shadwell laryngoscope, with the small 
side tube used for insufflation of oxygen and ether and the wide end left 
open for expiration. A pharyngeal pack is necessary to protect the trachea 
from regurgitated material and to help keep the tube in its place. 

For Ramstedt’s operation, if general anzsthesia is preferred, it is never 
necessary to pass an endotracheal tube. The stomach is emptied beforehand 
and the baby anesthetized, either with ether and oxygen on an open mask, 
or with nitrous oxide, oxygen and ether, from an infant-size face-piece of a 
Boyle’s machine. A much quicker and smoother induction is obtained in 
these cases with Cope’s inhaler and cyclopropane. Again, a light plane of 
anzsthesia is desirable throughout. 


CONCLUSION 


Many of the surgical procedures discussed may be met with in any general 
hospital by the anzsthetist who does not devote his whole time to anesthesia. 
Thoracic surgical cases, including emergencies such as cesophageal atresia, 
and neurosurgical cases, are, however, now dealt with almost exclusively 
in special units, and the anesthetic technique required to deal with them 
lies outside the province of the occasional anzsthetist for whom this article 
is intended. 


_l am grateful to Dr. T. N. P. Wilton, Senior Anesthetist, Frenchay Hospital, for 
his advice and for permission to publish. 





MEDICAL PROBLEMS OF THE AGED SICK 


A PRACTICAL APPROACH TO BED SORES, INCONTINENCE 
AND RESTLESSNESS 


By THOMAS N. RUDD, M.D., M.R.C.P. 
Physician, Belmont Hospital, Tiverton. 


MEDICAL treatment of the elderly falls under four headings :— 

(1) The basic needs of the patient, i.e. nutrition, and bed rest, ‘or getting 
the patient up’. 

(2) Control of certain common conditions, i.e. incontinence, bed sores, 
restlessness. 

(3) Active treatment and rehabilitation. 

(4) Psychological management. 

The basic needs of the patient are well realized in hospitals where the 
aged sick are not only nu:sed, but studied. Problems arising from certain 
common conditions among the elderly sick, i.e. bed sores, incontinence, and 
the control of restlessness have, however, attracted less attention than their 
frequency and importance deserve. It is the purpose of this article to give 
some consideration to these matters, and to formulate an active approach to 
the problems they ra’se. 


BED SORES 


When the frequency of bed sores is considered, the paucity of information 
as to their prevention and treatment is remarkable. ‘There seem, however, 
to be two groups into which most of the pressure sores, daily encountered in 
the chronic sick ward, can be fitted. These groups have, as their cause, 
defective nursing (including unrelieved pressure), and defective nutrition. 

Bed sores due to defective nursing.—These sores are analogous to pressure 
sores occurring beneath overtight or badly fitting plasters in healthy young 
people. When occurring in bed-fast patients, they are attributable to a 
failure in the nursing technique. They are characterized by being strictly 
limited in extent to the area of skin subject to pressure. They tend to be 
superficial rather than deep; the surrounding skin not subjected to pressure 
will be found to be healthy, as is also the case with the condition of the skin 
elsewhere, and the musculature generally. Such sores will be found to heal 
rapidly when the nursing technique is corrected. Blood protein estimation 
shows normal levels. 

Sores due to nutritional causes—These occur without any evidence of 
failure of nursing technique and, in fact, often occur in patients who have 
been nursed successfully for weeks or months before the onset of the 
pressure sores, no change in the nursing personnel or methods having taken 
place. Their appearance is often accompanied by a worsening of the patient’s 
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general condition, so that the nurse reports that ‘the patient is much weaker 
and “his back has suddenly gone”’’, perhaps overnight. Sores of this type 
extend rapidly in surface area and depth. The general health of the patient 
is poor, and deteriorating. The muscles are often found to have undergone 
extensive generalized atrophy, so that the limbs appear as bones covered 
only by skin. Blood examination in such cases shows marked diminution of 
the serum albumin, the serum globulin being slightly increased, due to 
infection, so that the albumin-globulin ratio is reversed. The prime factor 
in the cause of such sores is hypoproteinzmia, the protein intake being in- 
sufficient for the body’s needs. Prevention of these sores is, perhaps, easier 
than treatment, and careful observation of the patient’s diet and condition 
should be made. If it is found, by rough calculation from food value tables, 
that the patient’s protein intake is less than his basic requirements, the diet 
should be supplemented forthwith, by some palatable protein, such as 
‘casilan’. When such sores have developed, the degree of protein de- 
pletion must be considered as serious, and blood transfusion or intravenous 
plasma be given if the patient’s condition is felt to warrant it. At this stage, 
however, most elderly patients will be too far advanced in decline to make 
transfusion worth while. High protein feeding should, however, be at- 
tempted at all stages. 


’ 


INCONTINENCE 


The mechanism of vesical control has recently been reviewed by Wilson 


(1948), who appends charts showing variations of intravesical pressure when 
the bladder is progressively distended during the operation of cystometry. 
The practical control of incontinence remains a problem of the greatest 
difficulty; it is this difficulty that results in the common lack of policy 
towards incontinence in the aged. Apart from the occasional incidents of 
incontinence, during acute illnesses such as pneumonia, cerebral congestion 
from heart failure, and at times of stress, as following mersalyl injections, 
incontinence falls into four main groups:-— 

(1) Retention with overflow. 

(2) ‘Large bladder’ with incomplete evacuation. 

(3) Small irritable bladder. 

(4) Neurogenic bladder. 

The distended bladder with dribbling incontinence does not concern us 
here: its treatment is surgical. The neurogenic bladder, as following spinal 
cord compression, will not be discussed. The second and third groups 
warrant consideration. 

Large bladder, with incomplete evacuation.—This type of incontinence is 
basically a retention, and is found mostly in hemiplegics after cerebral 
vascular accidents. The bladder comfortably holds as much as 25 to 30 
ounces (710 to 850 ml.) before contracting to expel half or two-thirds ot its 
contents. Further contractions occur when the maximum capacity has once 
again been reached. The characteristics of this type of incontinence are that 
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five or six wet beds occur daily and that a pool of residual urine always re- 
mains in the bladder. As such a bladder often contains more than twelve 
hours’ output of urine, twice daily catheterization will give complete control. 
Contracted irritable bladder.—This bladder empties itself automatically 
when 6 to 8 ounces (170 to 225 ml.) of urine are held, no residual urine being 
left. If the patient passes 50 ounces (1.4 litres) of urine daily, six to eight wet 
beds will result. This type of incontinence is not affected by catheterization. 
Bladders of this type may show either a basal trigonitis, leading to irrita- 
bility, or a generalized cystitis, with contraction of the bladder and inability 
to relax. In the latter case, the urine is usually found to be heavily infected. 
There is, however, another group of patients who are incontinent, but 
who do not have bladders which are anatomically or physiologically ab- 
normal. This is the ‘functional’ group with a psychological basis, analogous 
to that of enuresis in childhood. Cases of the other groups, but especially 
those with irritable contracted bladders, may pass through a ‘functional’ 
phase, when the pathological basis has been overcome by treatment. 
Measures of control.—Failure to control incontinence is a frequent result 
of a lack of proper approach to the problem. My routine is as follows:— 


(1) General handling.—The patient is examined physically, and a finger inserted 
into the rectum to detect any fecal accumulation. As a result of this examination 
the patient is mobilized as fully as possible. Getting the patient up is often sufficient 
to control the weakness ; if permanent continence does not result, the patient may at 
least remain dry all day. A ‘positive’ psychological approach is adopted throughout, 
successes being stressed more than failure, and a general attitude that ‘incontinence 
doesn’t occur in this hospital’. Failure is dealt with gently, unless it is suspected that 
the patient is not trying, when firm remonstration is given. The approach is there- 
fore the same as that towards enuresis in childhood. Bedpans are offered regularly 
during the night to incontinent patients. 

(2) When newly admitted, an incontinent patient is catheterized every twelve 
hours for two days, the first specimen being sent for bacteriological examination. 
This period is sufficiently long to distinguish between those patients whose in- 
continence can be controlled successfully by such measures, and those who cannot. 

(3) Evidence of cystitis, shown by examination of the first catheter specimen, is 
an indication for treatment to sterilize the urine, the specific treatment for the 
organism, chemical or antibiotic, being given. Results of treatment are checked by 
examination of a catheter specimen, at a later date. 

(4) When the above routine has been carried out, the bulk of cases will either be 
controlled, or relieved. A certain number of obstinate cases will remain. Various 
methods of treatment can be given with varying degrees of success. Cystoscopy and 
examination by a gynacologist may be worth while. In this group, especially in cases 
of infected contracted bladder, when incontinence has not been relieved by steriliza- 
tion of the urine, cystometric examination with distension of the bladder, as prac- 
tised by Wilson (1948) may be tried. A fair degree of mental control on the patient’s 
part is required. Failure of all other measures may lead to the insertion of an in- 
dwelling catheter (a procedure dangerous on grounds of infection, and one unlikely 
to be tolerated by a restless patient), or cessation of efforts at control, attention being 
confined to attempts to keep the skin in a healthy condition. 


RESTLESSNESS 
The sedation of the restless is one of the most difficult, as well as one of the 
most common, problems in geriatric practice, especially in hospitals. Such 
cases fall into two types: the noisy and the agitated. The former cry out and 








524 THE PRACTITIONER 


scream, with or without provocation, and are a great trial to other patients 
and to the nursing staff alike. Not only may the entire hospital be disturbed, 
but dwellers in nearby houses also. Case isolation is therefore no solution to 
the problem, unless sound-proof rooms are available. The agitated type 
spend their nights (and sometimes their days also) in attempting to climb 
over or through their bedrails, often injuring themselves in so doing. Bed 
and clothes are stripped and often torn to shreds. If not restrained, they will 
wander through ward corridors and the grounds, dre-sed only in night- 
clothes and with unshod feet. 

Control of these cases is sometimes so difficult that transfer to a mental 
hospital has to be considered. This is undesirable for a number of reasons. 
Confused and restless patients are often the subjects of progressive cerebral 
vascular disease. They stand moving badly and, either as a result of their 
progressive disease, or due to the move, often die shortly after their ad- 
mission to the mental hospital. The slur of mental certification often bears 
hardly on the patient’s relatives. Furthermore, as the restlessness is generally 
intermittent, with quiet or lucid periods by day, the mental abnormality may 
not be obvious to the magistrate who is called in for the certification. 
Magistrates are, very properly, loath to authorize certification in such cases. 
Finally, the bulk of such cases are, at least in my experience, only tem- 
porarily deranged, and can be expected to become manageable within three 
or four days, either as a result of treatment or due to the natural progress of 
the underlying cause. 

Treatment is, of course, urgent, not only because of the effect on other 
patients, but also because of the deleterious effect of continued excitement 
on the confused person himself. Physical exhaustion rapidly ensues. Any 
rational treatment must, of course, be based on the cause of the restlessness 
and confusion. These causes can be classified as follows :— 

(1) Bodily discomfort: restlessness from (a) boredom, (b) thirst, (c) over- 
heating, (d) rectal or vesical distension. 

(2) Attempts to look after bodily needs, i.e., restless patients may be 
trying to reach a commode. 

(3) Cerebrovascular upset :— 

(a) Cerebral congestion from cardiac failure. 

(b) Cortical anemia from progressive left ventricular weakening, with 
falling blood pressure (Howell, 1950). 

(c) Major cerebrovascular accident, especially haemorrhage. 

With these explanations in mind, the following routine should be carried 
out :-— 

(1) The patient’s general condition is reviewed, particular attention being 
given to the factors mentioned above. The rectum is examined and the 
bladder catheterized, if in doubt as to its emptiness. The wish of the patient 
gravely ill with cerebrovascular disease to be lightly clad and uncovered by 
blankets is respected, if it is evident that the patient is more comfortable 
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thus, usually having passed the physical state when a ‘chill’ is of importance. 

(2) If congestive myocardial failure is present, dehydration is attempted by 
means of a saline purge. In the acute stages this often acts more successfully 
than a mercurial diuretic, which can be given later. Blood-letting, of 15 to 
20 ounces (430 to 570 ml.), may help. If uncontrolled auricular fibrillation 
exists, intensive digitalization will be required. 

(3) If these measures do not help, sedation must be attempted. The order 
of strength in which the drugs are used in my wards, is as follows :— 

(a) Soneryl, seconal sodium or oral amytal sodium. A patient who 
refuses to swallow can be given seconal, 3 grains (0.2 g.), rectally, 
the capsules being pricked at each end. 

(b) Paraldehyde, 5 to 8 ml., intramuscularly, or amytal sodium, 3} 
grains (0.24 g.), by the same route. 

(c) Hyoscine, 1/75 of a grain (0.9 mg.). 

(d) Morphine and hyoscine in combination. 

It will be noted that bromide, alone or combined with chloral, is not 
used. Apart from being relatively ineffective in moderate doses, its rate of 
excretion can be controlled only with difficulty, and dangerous accumula- 
tions of bromide, producing further restlessness, can occur, leading perhaps 
to further bromide administration (Barbour et a/., 1936). 

Paraldehyde, given in doses of 5 to 8 ml., intramuscularly, has been found 
generally most useful. In this dosage, it may be repeated eight-hourly. 
Paraldehyde is a self-sterilizing solution and, if fresh, is entirely non- 
irritating to muscle. If stale, however, it hydrolyses into pure glacial acetic 
acid, injection of which leads to muscle necrosis (or, of course, to massive 
necrosis of the rectum, if given via the bowel). For this reason, it is my 
custom to use either injection of paraldehyde B.P., in ampoules, or to use the 
solution from 1-ounce actinic bottles with ground-glass stoppers. Hyo- 
scine by itself is unreliable; with morphine, it can be highly dangerous, the 
danger lying in the nearness of the lethal to the effective dose. Some severe 
cases are, however, controlled by nothing else, and the physician must 
choose between letting the patient die of physical exhaustion and risking 
what may be a fatal overdose. In private practice it will often be found 
advisable to explain to the relatives the risks of giving, as well as withholding, 
the sedative injections. Under hospital conditions the practitioner should 
give written instructions as to dosage, and not give verbal orders to the 
nurse. 
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RUPTURE OF UTERUS WITH EXTRUSION 
OF PLACENTA INTO PERITONEAL CAVITY 


By DONALD McINTYRE, M.B.E., M.D., F.R.C.S.Ep., F.R.C.O.G., 
F.R.S.E. 
Visiting Surgeon, Royal Samaritan Hospital for Women, Glasgow; Royal 
Samaritan Lecturer in Gynecology, University of Glasgow. 


CASE HISTORY 

In December 1942, I performed a myomectomy on a patient aged thirty-four 
who consulted me on account of infertility. She had been married for 
six-and-a-half years and had had two abortions. Five fibroids were re- 
moved: three were very small and subserous in type: two, both about the 
size of a walnut, were enucleated from the anterior wall. One of these was 
intramural, the other was quite clearly submucous, although of the sessile 
type. The uterine cavity was opened in swabbing the endometrium off the 
surface of the latter. 

I next saw the patient in November 1943, when I was called in by her 
doctor because of a retained placenta following the spontaneous delivery of 
a stillborn child. Examination under anzsthesia disclosed a rupture in the 
anterior wall of the uterus through which the placenta and membranes were 
retrieve¢ manually and delivered. Deciding that the rupture was incomplete 
and extraperitoneal and, I thought, through the lower uterine segment, and as 
the nursing home did not provide facilities for an immediate and safe 
laparotomy, I inserted a fair quantity of sterile gauze packing, which was 
removed a little at a time over the succeeding ten days. She made a reason- 
ably good recovery. The only point of note in her convalescence was the 
presence of purulent vaginal discharge for a few days after the gauze had 
been removed. 

After this unfortunate experience, she was advised that another pregnancy 
would carry with it considerable risk. Menstruation was regular and normal 
until she became pregnant last year, i.e., after an interval of eight years, and 
then at the age of forty-three years. A classical Cesarean section and steriliza- 
tion was performed at 8} months. A normal live child, weighing 7? lb. was 
delivered. At the operation, there were no adhesions in the peritoneal 
cavity. In the anterior wall of the body of the uterus, fairly low down, 
slightly to the left of the midline, there was an area, about the size of a 
two-shilling piece, which consisted solely of decidua and the serous layer of 
the uterine wall. The site conformed to the situation of one of the fibroids 
removed. She made an uninterrupted recovery. 


DISCUSSION 
There are several points of interest.in this case :— 
In 1943 she had a complete rupture of the uterus. The gauze packing then 
used for drainage, instead of being in the cellular tissue of the pelvis, as I 
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thought at the time, was in the peritoneal cavity. The ability of the peri- 
toneum to absorb adhesions, which must have formed over the packing I 
inserted, is to be admired and respected. Had laparotomy been performed, 
hysterectomy would most likely have been carried out and she would not 
now have a baby. 

As I was not present at her first delivery until after the child was born 
I cannot say what was the strength of the uterine contractions, but she had a 
spontaneous delivery. No doubt the stillbirth was due to the placenta being 
separated and squeezed out threugh the rupture in the uterus before the 
child was delivered. Perhaps I should have warned that Caesarean section 
before term and sterilization according to the state of the uterine scars 
might be necessary. 

My hospital records from 1935 show that myomectomy in the non-gravid 
patient was performed 179 times, and there is no report from outside sources 
of rupture of the uterus having occurred. Myomectomy in pregnancy was 
performed in ten cases. One aborted, but no report of rupture of the uterus 
during delivery or in subsequent pregnancy was recorded. 

I can recall, however, a case not included in the above series in which, 
after delivery of the child and placenta, the woman was badly shocked. She 
had a rent in the lower uterine segment into the pouch of Douglas. This was 
before the days of blood transfusion, plasma or penicillin. The pelvis was 
packed with gauze through the rupture and she made a very good recovery. 
She was in the early forties and had four children. As I considered it unwise 
for her to have another child, six months later I performed hysterectomy. 
There were no adhesions in the pelvis and the scar was difficult to identify by 
the naked eye. Histologically, also, it was insignificant, and it is noteworthy 
that it was definitely in what had been the lower uterine segment. 

The formation of the placenta over a uterine scar, which cannot be pre- 
dicted or diagnosed is, in my opinion, a source of danger, as that area of wall 
is thinner, and so also is the scar. The scar is subject to the voracity of the 
trophoblast. There should therefore be more liability to rupture. This is 
contrary to an opinion expressed by me in 1924, and that of Holland as 
quoted by Munro Kerr (1924). Other than in placenta previa, the placenta 
cannot form over a scar in the lower uterine segment. 

In an emergency, rupture of the uterus can be treated by packing, but, 
if there is a subsequent pregnancy, one must be on the lookout for rupture 
through the scar. Timely Cesarean section would appear to be the safer 
procedure. Myomectomy, when performed on the non-gravid uterus, is 
not regarded as an indication for Cesarean section in a subsequent preg- 
nancy. If, however, the cavity of the uterus was opened in the course of 
myomectomy, even with an afebrile recovery, deliberate Caesarean section 
before term would seem to be indicated. 
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ON CHOOSING A SPECIALIST 
By RICHARD MANCLARK, M.R.C.S., L.R.C.P. 


In the Victorian Era it was generally considered to be a slight upon the 
practitioner if the patient or relatives required a second opinion; nowadays 
the patient may ask for one without any reason other than that ‘We can 
get it for nothing under the Health Service’, and as the state patient con- 
tributes 1d. per week to the general practitioner on whose list he or she is, 
the respect with which they treat him or the specialist can be imagined! 
This article is not a criticism of such frivolous requests for another opinion 
but a few ideas about choosing the right person. A really suitable and under- 
standing colleague may live nearby and for convenience sake one calls him 
in; but when a practitioner is new to a district, or his friends and colleagues 
are too far off to call upon frequently, then there should be some kind of 
plan for deciding the merits needing particular attention for each ‘case’. 
A faulty choice may lead to loss of prestige (apart from the loss of a patient). 

One of the difficulties is to try to choose a good specialist—there is 
danger in using local general practitioners (who are part-time specialists) 
unless one is sure of them; also it is difficult to be a good general practitioner 
and a specialist, as both should be full-time jobs. The Government thinks 
we are ‘muck’ and the public says ‘My child is going to specialize’—as 
though it at once makes the offspring a ‘lady’ or ‘gentleman’ and one of the 
‘medical hierarchy’ (that doubtful crowd). If general practitioners make 
mistakes they are considered no good, whereas the specialist can hide be- 
hind houseman and registrar who have to explain that “The operation was 
successful—unfortunately the patient died!’ What we want to cultivate today 
are cultured general physicians and surgeons with something other than an 
insular mind. 

SOME SPECIFIC POINTS 
Sex.—The majority of patients seem to prefer a male specialist. I generally 
prefer a man, but must nevertheless record my appreciation of some of the 
reliable women doctors. 

Religion.—There are many cases in which a sympathetic understanding 
of the patient’s troubles is better reviewed by a member of the same sect; 
in this respect “The Catholic Doctor’ by Bonnar is a most useful book for 
Anglican and Roman Catholic doctors to read: the experienced Protestant 
specialist would do well to read it and try to understand the feelings of 
Roman Catholics, even if he does not agree with them. 

School.—A public school type responds better with an equal. The 
academic type of patient is seldom impressed by the sporting doctor who 
can only think of rugger injuries and say ‘Frightfully sorry old chap’. 
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Honest opinion.—The consultant should be frank and truthful, if the 
general practitioner wishes it, about the prognosis. 

Age.—Old ladies seem to like young doctors, and certainly the young 
specialist is the better and more daring operator, whereas the older surgeon 
is less daring, slower but more experienced in his work. 

Fees.—These should be what the general practitioner suggests to the 
specialist, and if the latter does not agree, then do not employ him, for 
charging too much or too little may, even today, cause loss of prestige to the 
general practitioner and lack of help to the patient. There are some who try 
to visit our patients in nursing homes and in the private wards without a 
specific request—this must be prevented at all costs. 

Language.—There are many advantages in employing a good linguist: 
only recently I had to call out a physician as an interpreter first, and as a 
physician afterwards! 

As regards bad language!—once a patient of mine was called a ‘B— F— 
at a consultation that I was unable to attend—so I telephoned the doctor 
who said that the patient was delighted that anyone had dared to say such a 
thing to him!—but I have not referred any more to this man lest his dis- 
crimination might be unequal to his phraseology! 

Courtesy.—I know of an old physician who always asked ‘Why did you 
get me when you have doctor so and so looking after you?—Well all I can 
say is that you are very fortunate . . .’ This, although it seems to be toadying 
to the general practitioner, often helps the patient’s confidence in his 
doctor’s ability to help him to get better. If consultants are sadistic and like 
making others miserable keep them away from decent patients and reserve 
them for politicians and the like! I always remember a surgeon who made 
all his patients have an enema before operation—but when he had his 
operation he refused to have one (so I deleted the enema from the pre- 
operative list in fairness to the patients). 

Regimen and diet.—There are some patients who unless given explicit 
orders will be unhappy about their diet, and the more severe the regimen the 
better for some, but others need encouragement. 

Referring back to specialist—It should be clearly understood that the 
patient is not to see the consultant again unless so arranged by the general 
practitioner—the specialist is to give an opinion on the condition asked for 
(and not to try and find something else to do!). 

Reticence.—After consultation one does not want a colleague to discuss 
the ‘case’ except from an academic angle: gossip should be banned. 

Tact.—Only lately I was delighted to see how a colleague dealt with an 
angry and difficult patient who met him before me! 


’ 


SECRETARIES AND REPORTS 
“They make or marr you’ refers to secretaries as well as midwives! A 
helpful secretary who can find her boss and take a message accurately, and 
help waiting patients is most valuable, and if she sends reports back to the 
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doctor (via the patient) or a short one over the telephone and the larger 
detailed one soon after, she is certainly a blessing. At the present time 
hospital reports are often so long in coming that the patient thinks one is 
not interested, especially as it takes weeks to get an appointment to be seen 
at hospital. In many cases if the specialists would only write a report at 
once and not leave it to the weekend and sign it a few days later, we should 
be more likely to appreciate their full value. 


SOME FURTHER DIFFICULTIES 

Some of these remarks, about features in the choice of a consultant, most 
probably never come into the conscious mind of the general practitioner who 
wants to meet and talk to one who is educated (and not crammed with his 
specialty) and who understands art, music, literature, politics, religion, 
i.e., the world, and can dress well and mix in any society and command 
courtesy, kindness and understanding. Only lately I was reproved for taking 
a doctor to see a patient, who was well enough to notice that his boots were 
dirty, and one of his trouser turn-ups was turned down! 

The patient should trust his general practitioner (not treat him like a 
judge or police officer—where courtesy is due to fear of reprisals or some 
such), and in turn rely on being treated in the very best way; and unless a 
specialist is reasonable he becomes a mere technician and another state 
official. 

In former times one became a clinical clerk to a great personage and learnt 
all one could, and in return, and because of the help he had given, the doctor 
called upon his old teacher to help him in his difficult ‘cases’, and it was a 
pleasure for both to meet and discuss the ‘case’ under consideration and life 
in general. Today it is difficult for the general practitioner to find successors 
to these old clinicians, for medical life has changed, and with the socialization 
of medicine by politicians (and not by the doctors) the general practitioner 
has perforce to rely on his professional colleagues, many of whom are 
general practitioners, and one must be grateful for their help. Only the other 
day I met a doctor of seventy-six who said that he had really retired but 
people would call him out ‘as they knew they could talk to him’—needless to 
state he has an enormous following of insistent patients. 


A famous consultant saw a new patient of mine and the relatives asked me why 
I had called him in, and I explained that they wanted him. As confidence in the 
name of a consultant impressed the patient enough to make her dress for the occasion 
I felt that I had done the right thing, especially as she recovered rapidly although 
his diagnosis was incorrect! 

The method of choosing a general practitioner does not require a 
specialist’s opinion—one way is to go to the local chemist or ask the nearest 
police officer as to the best and kindest doctor who will come out at night, 
if necessary, and visit the sick. I told a patient about this once and she said 
“That is how we chose you!’ The public often choose a specialist for his 
excellence at golf, and such like, little realizing that great ability at one is 
often inversely proportional to the ability at the other. 
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A REVIEW OF PRACTICAL OBSTETRICS IN 
THIRTY YEARS OF GENERAL PRACTICE 


By JOHN McCARTNEY, L.R.C.P. & S.Eb. 


WHEN I first went into partnership in a busy general practice in the North 
I asked my partner if there was much maternity work, and his reply was 
‘one case every working day’. I could scarcely credit this but soon realized 
it was true. Being the junior partner, the bulk of the maternity work came 
my way. Night after night a call would come, ‘Will you please come to 
Mrs. so and so?’, and I well remember being called out every night for 
thirteen nights. My record number of attendances at confinements in the 
short period of thirty hours was six, and four of these were forceps cases. 
It was hard work but a wonderful experience in practical obstetrics, since 
one had to tackle all kinds of cases. 

Books on midwifery usually mention certain conditions in which the 
application of forceps is necessary, such as uterine inertia, large size of head, 
malpresentations, and malposition of the head, rigidity of the vagina and 
perineum, when rapid delivery is called for in the interest of the mother or 
of the child, and soon. Ina small book, ‘Essentials of Midwifery for Students’, 
I remember reading in the chapter on forceps, ‘Indications for use’, ‘never to 
save the time of the attending physician’. In a busy practice with a large 
visiting list in addition to the maternity work, it was difficult to follow this 
advice. 

For the past thirty years I have used forceps as a routine practice in all 
cases, with the exception of breech presentations. ‘The majority of these cases 
were attended in two large busy practices from 1920 to 1940. On only two 
occasions have I used forceps on the aftercoming head. I use the Milne- 
Murray axis traction forceps, an instrument suitable for buth high and low 
cases, and also very useful as a rotator. 


REASONS FOR EMPLOYING FORCEPS AND A GENERAL 
AN ASTHETIC 

(1) Labour is naturally shortened, sometimes by hours. 

(2) The patient is relieved of the period of most severe pain. 

(3) Under a general anesthetic and with the use of forceps the perineum 
is seldom ruptured. 

(4) The patient recovers more quickly after labour is over. 

(5) A primipara whose labour has been made easier by the timely use of 
a general anesthetic and forceps does not dread a future confinement. 

In one of the practices we had a well-equipped nursing home, with a 
capable matron in charge, and the following record shows the cases attended 
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by me in answer to the medical aid forms :— 


Lacerated perineum 
Spina bifida 
Persistent occipito-posterior presentation (forceps 
delivery) 

Fits—possibly eclamptic 2 cases 
Rise of temperature I case 
Impacted breech 3 cases 
Delayed second stage of labour (forceps delivery).. 30 cases 
Postpartum hemorrhage 2 cases 
Twins—tst a breech; 2nd persistent occipito-posterior (forceps) 

Ist persistent occipito-posterior (forceps) ; znd L.O.A. (forceps) 
Macerated foetus I case 
Concealed hemorrhage I case 
Premature labour I case 
Pyrexia (forceps delivery for prolapse of cord) .. I case 
Breast trouble I case 
Babies (a) convulsions I case 

(b) malformation of both feet I case 


Forceps were used on forty occasions. 

Not for a long time have I required to stitch a ruptured perineum. My 
practice for a considerable period has been: as soon as the patient is under 
the anzsthetic, to stretch the perineum manually, and when the head is 
half-born, so to speak, or as it is termed ‘when the head is crowned’, to 
remove the forceps and, while the patient is still under, to ‘deliver the head 
by digital expression’. I am quite sure this is a wise procedure, especially in 


a primipara. This is what de Lee calls ‘the fourth act of the forceps opera- 
tion’—‘When the head is almost ready to pass the vulva ring we usually 
remove the forceps, as the slight lessening of the circumference (} to } cm.) 
may be just enough to save the sphincter from damage’. In a few cases I 
have done an episiotomy to save a tear. 

I am now in a country practice and the maternity work in this area is 
done by the district nurses. In addition to private cases and those for which 
I have been booked under the new National Health Service, I have been 
called, under the medical aid form, to 92 cases during the past nine years. 
Among the cases were two pairs of twins, and in each case the twins were 
delivered by forceps, both pairs being vertex presentations. Three of the 
cases were breech, thirteen were occipito-posterior presentations, and the 
remainder were all cases of delayed 2nd stage of labour due to uterine 
inertia. In all these g2 cases, the patients had a general anesthetic and, 
with the exception of the breech presentations, were delivered instru- 
mentally. 

I am not aware of ever having caused permanent damage to mother or 
child by the use of forceps. A few cases of facial paralysis have occurred 
but that, in all the cases I have seen, passed off quickly. In one impacted 
breech case in a primipara, with a fairly large child, I had the misfortune 
to fracture the baby’s femur. This was at once treated more or less in a 
first-aid fashion with two or three small wooden splints rolled up in white 
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lint and fixed by bandages. The fracture healed perfectly as was afterwards 
shown by X-ray examination. 

During my experiences in maternity work I have seen one case of spurious 
pregnancy. That was in the days before antenatal examinations came into 
force. It was a stormy night at the end of October when I received a message 
to go to this ‘confinement’. When I arrived at the house the handy woman 
informed me that the patient had been having ‘grand pains’ all day.I found 
the patient in bed and evidently having quick, severe pains. On examination 
I was unable to find a baby. It was a great shock to the patient when I 
informed her. However in eighteen months time the same patient did have 
a baby and all was well. 

The largest babies delivered instrumentally by me weighed 14 lb. and 
13 lb. 12 oz. respectively. Both mothers were primipare. The smallest baby 
delivered was 3} Ib. This was in a case of lateral placenta previa. He grew 
into a healthy child. I have experienced only two face presentations and only 
one brow presentation. 


AN AZESTHESIA 
The general anesthetic used has been chloroform, and in my experience of 
obstetric cases I have found it a very safe anesthetic for a woman in labour. 
I have never seen any ill-effects from its use. In general practice it is not 
always easy to carry apparatus for the administration of anesthetics. In the 
case of chloroform, all that is needed is a mask, chloroform, anda drop bottle. 
When given under the direction of the medical attendant I have found it 


quite safe. 

Many years ago I had a most amusing experience. The nurse in attendance was 
the patient’s mother, who had previously informed me that ‘she knew all about these 
kind of cases and had been out with several doctors’. I started the anesthetic and 
then asked the mother to continue to drop on the chloroform when I told her to do 
so. On trying to apply the right blade of the forceps, I thought the patient was some- 
what rigid and so told the mother to drop on some more. However, she did not hear 
me, for there she was, lying across her daughter, having anesthetized herself also! 
I had to lay her on the floor, give the patient more chloroform and finish the delivery. 

On three or four different occasions it has been necessary to conduct 
confinements without any assistance whatsoever, the nurse in each case 
being engaged elsewhere. In all cases labour was fairly well advanced and 
as the pains were pretty severe, and I was without aid, I used a little more 
chloroform than usual, and delivered. These cases convinced me how safe is 
chloroform as an anzsthetic in labour. 

The other analgesics I have used in maternity work are pethidine and 
morphine. Pethidine, which I have used occasionally, I have given in 
tablet form and it appears to have a soothing effect in the first stage of 
labour. A hypodermic injection of morphine is most useful, and I am con- 
vinced it is beneficial in bringing about the softening of a cervix which has 
been slow in dilating. 

The youngest primipara I have ever attended was seventeen, and the 
oldest, forty-five. ‘The latter, although causing a little anxiety, was quite an 
easy forceps delivery. 
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JOHN WILLIAM POLIDORI, M.D., TRAVELLING PHYSICIAN 
TO LORD BYRON 


By BRIAN HILL 


In 1785, Gaetano Polidori, the son of a physician of Bientina in Tuscany, 
left his native country to become secretary to the well-known dramatist, 
Count Vittorio Alfieri. A few years later they were in Paris when the French 
Revolution broke out. Polidori quickly decided that Paris was a dangerous 
place, threw up his job and sought the safe shores of England. 

London at this time sheltered an interesting little Italian colony: political 
refugees, literary men, artists, musicians, vendors of plaster casts, met and 
mingled together. But it was not among this circle that Polidori, who was 
making a living by teaching Italian and writing, found his wife. She was 
an English governess. Of the seven children born of this union one, John 
William, is the subject of this story. Another, Frances, became the mother 
of that famous group of children, Maria, Dante Gabriel, Christina, and 
William Michael Rossetti. 


THE YOUNG DOCTOR 
John William Polidori was born on September 7, 1795. He was, by all 
accounts, a handsome and intelligent boy. After his school days at Ample- 
forth College, the Roman Catholic school in Yorkshire, were over, he joined 
the famous medical school at Edinburgh. There he took his M.D. at what 
his nephew, William Rossetti, calls the ‘singularly early age’ of nineteen. 
His thesis for his medical degree dealt with somnambulism and was later 
printed under the title of ‘Disputatio Medica Inauguralis de Oneirodynia’. 

Young Polidori was not without talent. As well as inheriting his grand- 
father’s bent for medicine, he was ambitious to make a name for himself in 
literature. Medicine, however, was the means by which he had to make his 
way in the world, and he was looking about for a suitable opening when 
Fortune threw at his feet a magnificent opportunity. This was an introduc- 
tion by Sir Henry Halford, the King’s doctor, to Lord Byron, who was in 
need of a travelling physician. 

Halford’s recommendation of so young and inexperienced a man is a little 
surprising. He must have satisfied himself that in medical matters Polidori 
had both skill and knowledge. What is not so surprising is Byron’s accep- 
tance of his recommendation. The young doctor—Polidori was then 
twenty, and Byron twenty-eight—was handsome, cultivated, and of a 
literary turn of mind. Byron must have been almost as pleased with the 
lucky chance that had thrown them together as was Polidori himself. 
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Others, however, viewed the appointment with misgiving. Hobhouse, 
Byron’s friend, thought Polidori too young, whilst the doctor’s father, who 
was of a strict and puritanical turn of mind, feared that the poet’s influence 
would not be good for a young man at the outset of his career. But Byron’s 
publisher, John Murray, had offered Polidori a sum of {£500 for an account 


National Portrait Gallery 


John William Polidori, M.D. 


of the tour. It would have been madness to have thrown up the job merely 
because of old-fashioned parental doubts and fears. 

So on the morning of April 24, 1816, as London set about the business 
of the day, Polidori, a clean manuscript book packed among his luggage, 
set sail with Byron, from Dover. Unknown to them, this was Byron’s last 
journey. He was never to see England again. His tour of the Continent 
would take him from Switzerland to Italy and from Italy to Greece, where 
among the swamps of Missolonghi eight years later the final chapter of his 
story would be told. 

BYRON AND SHELLEY 

Alas for human hopes! The {500 proved a mirage which dissolved into 
nothingness when the traveller tried to grasp it. Did the diary not come up 
to the publisher’s expectations? Or was it the influence of Hobhouse, 
jealous for Byron’s reputation and filled with mistrust of the young medico 
with the Italian-sounding name, which put a stop to its publication? No 
one knows, but nearly a century was to pass before Polidori’s diary appeared 
in print, under William Rossetti’s editorship, in 1911. 








536 THE PRACTITIONER 


Polidori’s engagement with Byron lasted no longer than five months. 
In Switzerland, in September 1816, poet and doctor parted company, and 
there can be little doubt that the young doctor’s own behaviour was the 
main cause of his dismissal. Indeed, he blamed himself. In a letter to his 
father, he says:— 

“We have parted finding that our tempers did not agree. . . . I believe the fault, if 
any, has been on my part. I am not accustomed to have a master, and therefore my 
conduct was not free and easy.’ 


This, from one who was hardly free from the supervision of school- 
masters and tutors, makes amusing reading. Yet the association between 
the two had begun most auspiciously. ‘I am very pleased with Lord Byron,’ 
Polidori wrote to his sister, Frances, shortly after the travellers had landed 
in Belgium; and Byron, in a letter to Hobhouse, expressed a similar 
satisfaction. 

Doctor and poet visited art galleries and churches along their route, and 
made a special expedition to the field of Waterloo. Here Byron gathered the 
raw material for some of the most famous stanzas of ‘Childe Harold’. 
Polidori, not to be outdone, contemplated the writing of a tragedy called 
‘Cajetan’. 

At Mannheim, the doctor was taken ill. Headache, vertigo and a tendency 
to fainting were his symptoms, to relieve which he dosed himself vigorously 
with ipecacuanha, opium, magnesia and lemon acid. These drastic remedies 
seem to have had a good effect and the travellers moved on to Sécheron on 
the shores of Lake Leman, where the famous meeting between Byron and 
Shelley took place. The friendship that sprang up between the two poets 
had its share in the events leading to Polidori’s dismissal. 

Shelley, accompanied by Godwin’s daughter, Mary, with whom he had 
eloped from England, and Clare Clairmont, had already arrived in Switzer- 
land, a fact which was not unknown to Byron. For although he had not as 
yet encountered Shelley, he had made Clare, who had thrown herself at 
his head, his mistress in London and had arranged to see her again in 
Switzerland. 

The entry in Polidori’s diary noting the historic meeting between the 
two poets is dated May 27, 1816. 

‘Dined, P.S., the author of Queen Mab came; bashful, shy, consumptive ; twenty- 
six; separated from his wife; keeps the two daughters of Godwin, who practice his 
theories: one L.B.’s.’ 


Here, of course, ‘ P.S.’ stands for Percy Shelley, ‘ L.B.’ for Lord Byron. 

Polidori was wrong in some of his facts. Shelley, at this time, was twenty- 
three years old, and Clare Clairmont was not Godwin’s daughter although 
she had been brought up in his household. The last few words make it 
obvious that Polidori guessed or had been told the relationship between 
Byron and Miss Clairmont. 
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From this date the two households met almost every day, and in the talks 
between the two poets it was inevitable that the young doctor should feel 
an unwanted intruder. Up to this point he had had Byron to himself; 
now he was pushed on one side for a man who, however clever he might 
be, was hardly his senior. 


AN AUTHOR’S VANITY 
Very soon the unlucky young doctor was laid up again. This time a sprained 
ankle incapacitated him. Thomas Moore in his ‘ Life of Byron’ tells the 
story :— 

‘Mary Shelley was, after a shower of rain, walking up the hill to Diodati; Lord 
Byron, who saw her from his balcony where he was standing with Polidori, said to 
the latter: “‘Now you who wish to be gallant ought to jump down this small height 
and offer your arm.” Polidori chose the easiest part of the declivity, and leaped; 
—but, the ground was very wet, his foot slipped and he sprained his ankle. Lord 
Byron instantly helped to carry him in and procure cold water for the foot; and, 
after he was laid on the sofa, perceiving that he was uneasy, went up-stairs himself 
(an exertion which his lameness made painful and disagreeable) to fetch a pillow 
for him. “Well, I did not believe you had so much feeling,” was Polidori’s gracious 
remark.’ 

That was the trouble with him. He mistook sarcasm for wit and offended 
even when he did not mean to do so. It is hardly surprising to find Byron 
referring to him as ‘that child and childish Dr. Pollydolly’. Polidori’s 
vanity, indeed, on occasion was so transparent that it was devoid of all 
offence. He asked Byron once what the poet could do that he himself could 
not do as well. 


‘Swim across that river, snuff out a candle with a pistol shot at twenty paces, 
and I have written a poem of which 14,000 copies have sold in a day.’ 

There was the evening, too, at Shelley’s villa when there was a reading 
of Polidori’s play. One can picture the scene:—The young author watching 
the reactions of the group and waiting eagerly for a word of praise; Byron 
reading the manuscript to the accompaniment of irrepressible bursts of 
laughter; all uniting to point out—kindly of course—to Polidori, that the 
play, as he sadly noted in his journal, ‘was worth nothing’. This work was 
presumably the tragedy entitled ‘Cajetan’. One mysterious line, and no 
more, has been preserved for later generations :— 

“Tis thus the goitred idiot of the Alps.’ 

The blow must have been the harder to bear when he had to listen, as 
he often did, to Byron and Shelley praising and discussing each other’s 
poems. He was wounded in his weakest spot, his amour propre as a would-be 
author. Thenceforth, in the sailing expeditions, the walks, the after-dinner 
discussions, Polidori was a discordant element. Indeed there was one serious 
quarrel with Shelley. Polidori announced portentously that he had been 
insulted and threatened to send the poet a challenge, but Shelley, whose 
views on duelling were ahead of his time, merely laughed at the idea. 
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“THE VAMPYRE’ 
On another evening the talk turned on the supernatural. Byron suggested 
that each member of the party should try to write an original ghost story. 
This friendly emulation produced one masterpiece, Mary Shelley’s ‘ Franken- 
stein’, a complete story—or two stories—by Polidori, and a fragment by 
Byron. 

One of Polidori’s tales, afterwards published under the title of “The 
Vampyre’, caused him some annoyance. Byron had played with the vampire 
theme, and the doctor developed his patron’s plot when the poet abandoned 
the attempt. His own first idea for a tale of horror concerned ‘a skull- 
headed lady, who was so punished for peeping through a key-hole’. But, 
having reduced his heroine to this lamentable appearance, the author did 
not know what else to do with her and the story petered out. 

‘The Vampyre’ was presumably begun and finished by Polidori at a 
later date. He made no secret of the fact that he had borrowed the plot 
discarded by Byron. Somehow the manuscript came into the hands of the 
publisher, Henry Colburn, with an account of the ghost story competition. 
Colburn, unfortunately for Polidori, jumped to the conclusion that the 
completed story was Byron’s work and attributed it to the poet. Not only 
had Polidori the humiliating task of having publicly to rectify this error in 
authorship, but he found himself accused by Byron’s friends of a deliberate 
attempt to foist off his own work as that of the poet. 

He got neither money nor fame—of the kind he longed for—out of his 
story, although it would have certainly been an immense consolation to 
him had he been able to foresee that ‘‘The Vampyre’ would live after his 
death and would actually be used as the basis for a German opera. 


DISMISSED BY BYRON 
The entry in Polidori’s journal for September 5, 1816, opens on a sinister 
note :— 

‘Not written my journal till now through neglect and dissipation. Had a long 
explanation with S. (Shelley) and L.B. (Lord Byron) about my conduct to L.B.; 
threatened to shoot S. one day on the water. Horses been a subject of quarrel twice, 
Berger (Byron’s Swiss servant) having accused me of laming one.’ 

The Shelleys had left Switzerland before September 5, so this note must 
refer to earlier events. It shows that Polidori’s behaviour both to Shelley 
and to Byron was called into question. The same entry records two other 
disagreeable incidents in which the doctor’s hot temper and impetuosity 
involved him. There was a squabble with an apothecary over some bad 
magnesia sold to Byron, which ended in actual blows. And there was a 
scuffle with some carters with whom he got embroiled when out driving 
with a friend. Finally, towards the end of the entry we find:—‘L.B. deter- 
mined upon our parting, not upon any quarrel, but on account of our not 
suiting.’ This laconic note hides what he must have felt was a cruel blow 
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to his future prospects. Indeed, the story goes that he meditated suicide, 
from which he was only saved by Byron coming into his room when he was 
mixing the fatal dose. 

On September 16, Polidori set off alone and on foot for Italy. With 
occasional halts due to lameness, he made his way towards the Simplon, 
and at last to his delight found himself in the land of his fathers. After 
vis.ting the Isola Bella, he found a place on a barge going to Milan. There 
he settled down quite comfortably, largely owing to the good offices of 
a Monsignor de Breme whom he had met in Geneva. This kind friend, in 
return for some lessons in English, introduced him to Milanese society 
among whom, before long, Byron and Hobhouse were to be found. 

About this time there was some talk of the possibility of Polidori obtaining 
the post of physician to Lady Westmorland, but his association with the 
profligate Lord Byron seems to have proved a stumbling block. Anyhow, 
in a few weeks his quick temper had landed him in another scrape. This time 
he indiscreetly picked a quarrel in a theatre with an Austrian officer and 
found himself in the hands of the police. The exertions of de Breme and 
Byron earned his release, but Polidori was peremptorily ordered by the 
authorities to leave Milan. As Byron commented, it was largely his own 
fault, ‘having begun a row for row’s sake’. ‘He is not a bad fellow [reflected 
the poet], but young and hot-headed, and more likely to incur diseases 
than cure them.’ 

What Byron really thought of Polidori’s medical qualifications we do not 
know. He never had any occasion himself to test his physician’s skill. 
Certainly, his references to the doctor in his letters are flippant and un- 
complimentary, but that cynicism is not out of keeping with his character. 
His comment on Polidori’s treatment of a Flemish blacksmith at whose 
house they stayed had been, ‘Dr. Dori physicked him—lI daresay he is dead 
by now’; and he reported later when the doctor was returning home from 
Italy that: 

‘Dr. Polidori has this day departed, with all the Guilfords he has left alive, to 
England—a successful young person that, in the drug line; he has attended Lord 
Guilford, whom he succeeds in embalming; he attends Mr. Horner, who is dead; 
and Mr. Hope’s son who is buried—in short, he seems to have had no luck.’ 

Before the young doctor returned to England there was some talk of the 
possibility of a job for him in South America. Byron interested himself so 
far in the project as to recommend Polidori for the post, but nothing came 
of it in the end. 


DE MORTUIS 
Polidori left Italy for England in the Spring of 1817. We next hear of him 
attempting to establish a practice at Norwich. 
‘I fear the doctor’s skill at Norwich 
Will never salt the doctor’s porridge,’ 
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prophesed Byron, and he was right. The conventional country families 
were scared of a physician who added to his lack of years an acquaintance- 
ship with a profligate peer and an atheist seducer—for in this light many of 
them must have regarded Byron and Shelley. Patients were not forthcoming, 
and Polidori, discouraged, determined to abandon his medical career and 
try to make a livelihood at the bar, to study for which he returned to his 
father’s house in Great Pulteney Street, Soho. Within four years, however, 
he was dead by his own hand. 

According to William Rossetti, this desperate act was occasioned by the 
thought that he was unable to meet a debt of honour incurred in gambling. 
Another story suggests a disappointment in love, whilst Byron ascribed the 
act to Polidori’s despair at his continued lack of success in literature. The 
poet, it seems, had had a presentiment of Polidori’s fate. 

‘I was convinced [he told Medwin] something very unpleasant hung over me 
last night: I expected to hear that somebody I knew was dead. So it turns out— 
poor Polidori is gone. When he was my physician he was always talking of prussic 
acid, oil of amber, blowing into veins, suffocating by charcoal and compounding 
poisons, but for a different purpose to what the Pontic monarch did, for he has 
prescribed a dose for himself that would have killed fifty Mithridates.’ 

The fatal glass actually held prussic acid, and the unfortunate young 
man was still alive when his father’s servant entered his bedroom. The 
report of the inquest, given in The New Times for September 11, 1821, 
discloses that the jury’s verdict was ‘died by the visitation of God’, a curious 
decision in the face of evidence pointing to suicide. 

In 1865, Polidori’s nephew, William Rossetti, was attending a spiritualistic 
séance. He tells the story in his book, ‘Some Reminiscences’. One of the 
sitters asked for a personal communication and a ‘spirit’ was understood to 
announce itself as ‘Uncle John’. The inquirer, as it happened, had no 
uncle of that name. William Rossetti asked, ‘Is it my Uncle John?’ ‘Yes.’ 
‘Is it an English surname?’ ‘No.’ ‘Foreign?’ ‘Yes.’ Rossetti ran through 
various nationalities, to receive a further affirmation when he said ‘Italian’, 
and there was another ‘yes’ when, in a list of Italian names, he mentioned 
that of Polidori. ‘Will you tell me truly how you died?’ he then asked. 
‘Yes.’ ‘How?’ ‘Killed.’ ‘Who killed you?’ ‘I.’ Asked about his association 
with a celebrated poet, the ‘spirit’ twice spelled out ‘Bro’, and at the third 
attempt succeeded in giving Byron’s name. 

Rossetti’s final question was, ‘Are you happy?’ The answer was two raps, 
which under the rules of spirit communications, purported to mean ‘not 
exactly’. Poor Pollydolly! 

I am grateful to the present holders of the copyright for permission to quote 
tae lg Diary of John William Polidori’ and ‘Some Reminiscences,’ by W. M 
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LXVII.—THE METHONIUM COMPOUNDS 


By RICHARD W. D. TURNER, O.B.E., M.D., F.R.C.P. 
Physician, and Physician in charge of Cardiac Department, Western General 
Hospital; Senior Lecturer in Medicine, University of Edinburgh. 


WIpespREAD interest has been aroused by the introduction of the methonium 
compounds into clinical medicine. They have proved to be exceedingly 
useful agents in research and in the investigation of a number of disorders 
in man. Their ultimate place in treatment cannot yet be assessed, but 
progress is being made. 

During their investigations into drugs with a curare-like action, Barlow 
and Ing (1948) synthesized a series of compounds composed of 2-trimethy] 
ammonium groups linked by a polymethylene chain of varying length, and 
studied their pharmacological properties. Members of the series were 
designated by the number of carbon atoms in the chain and have the fol- 
lowing general structure (for the bromide salt) :— 

CH, CH, 


i 
+- 


Br CH,——-_N——_- (CH ,,), ———-N—- CH Br 
CH, CH, 

Further studies were made by Paton and Zaimis (1948), and these workers 
also investigated the possible clinical applications. The salient pharma- 
cological action of these compounds is their power to block the t::.nsmission 
of nerve impulses through neuromuscular junctions and through autonomic 
ganglia. The curare-like action is most pronounced in the higher members 
of the series, being maximal with 10 carbon atoms in the chain (Cro), but 
the ganglion-blocking action is slight. The compounds containing 5 or 6 
carbon atoms in the chain (C5, C6) exert the maximal ganglion-blocking 
effect, and the curare-like action is weak. The following names for these 
drugs have now been approved by the British Pharmacological Commission : 
Cro = decamethonium; C6 = hexamethonium; C5 = pentamethonium. 


DECAMETHONIUM 
Decamethonium compounds have been utilized in anzsthesia to produce 
a short period of muscular relaxation, but the general opinion seems to be 
that they are not as effective as tubocurarine or flaxedil. One relative draw- 
back to decamethonium as a muscle relaxant is that there is not such a good 
specific antidote. 


PENTA- AND HEXA-METHONIUM (C5 AND C6) 
Ganglion blockade.—Since it is the property of ganglion blockade that has 
the chief practical application at the present time, especially in relation to 
the treatment of hypertension, it is this aspect of the methonium compounds 
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which will be considered in the remainder of this review. It must be 
appreciated that the effect is on both sympathetic and parasympathetic 
ganglia. For example, sympathetic block will lead to vasodilatation and 
often a reduction in blood pressure, and parasympathetic block to inter- 
ference with gastro-intestinal motility and with the secretion of hormones 
which are under vagal control. Such a broad field of activity is undesirable 
and is responsible for some of the unwanted side-effects, i.e., other than 
the principal objective in view. It seems that in some patients in whom one 
portion of the autonomic nervous system is apparently overactive the main 
effect of the drug will be to damp down such overactivity. Certainly such 
an effect would be highly desirable. At present, efforts are being made to 
synthesize new compounds with a more selective action. 

The tctraethylammonium compounds have a similar action and have 
been widely studied in recent years, but have been superseded by the 
penta- and hexa-methonium compounds because the latter have the advan- 
tages of greater potency and longer duration of action, and are also effective 
by mouth. Slight advantages have been claimed for either penta- or hexa- 
methonium compounds in various circumstances, but for most practical 
purposes there is little to choose between them and hexamethonium seems 
to be the preparation in most general use. Slight variations in potency of 
the various halides are not of practical importance, in that there are also 
individual variations in sensitivity to methonium, and in practice the 
optimum dose of the preparation being used must be determined for each 
patient. Salts of pentamethonium are too hygroscopic to enable a satis- 
factory preparation to be made for oral administration. The chlorides have 
been little used in man. An occasional individual is sensitive to iodides. 
Bromism may occur when large doses of methonium bromide are taken by 
mouth. Hexamethonium tartrate is probably the most innocuous com- 
pound to take by mouth and will shortly be available for general use. At 
present it is recommended that hexamethonium bromide should be used 
as a routine, but that should bromism occur one of the other salts should 
be employed. 


METHONIUM COMPOUNDS IN HYPERTENSION 


The first point to be emphasized is that these drugs are very potent agents 
for lowering the blood pressure in patients with hypertension. It does not 
follow that it is always advisable to lower a raised blood pressure, and 
sometimes to do so may be dangerous. Initially a considerable reduction 
can be obtained in the great majority of patients with hypertension whatever 
the cause, but a high proportion become relatively resistant to treatment. 
A few patients are completely resistant and some develop side-reactions 
without significant reduction of pressure. 

High blood pressure and hypertensive disease are not synonymous 
terms. It is well known that benign essential hypertension may, in fact, be 
a very mild condition. It is remarkable that on occasion a very high pressure, 
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as taken in the consulting room or out-patient department, may be con- 
sistently found for many years without evidence of cardiac, cerebral or 
renal complications. In one such case seen recently, a woman of sixty was 
known to have had a diastolic blood pressure in the region of 130 mm. of 
mercury for twenty-five years. In such instances the pressure recorded at 
rest or after the administration of sedatives is usually much lower, or even 
within the normal range, and it must be concluded that in these patients 
blood pressure is very labile and not at a materially high level continuously 
throughout the day. On the other hand, the harmful effects of sustained 
hypertension are well known and there is good evidence for believing that 
such hypertension, whatever the cause, itself leads to secondary changes 
in the arterioles which serve to maintain and further aggravate the condition. 
The incidence of hypertensive heart disease, cerebral vascular accidents 
and, less frequently, renal failure, is high, and is the most common form of 
death in those past middle age. It follows that whenever high blood pressure 
is discovered the condition should be most carefully appraised, in order to 
decide whether or not special treatment is indicated, in addition to the 
customary medical measures. 

The first essential in any patient in whom hypertension is discovered is 
to seek a cause which may be amenable to specific treatment, such as co- 
arctation of the aorta, a tumour of the adrenal gland, or unilateral ischemic 
renal disease. Prostatic obstruction should be remembered because appro- 
priate treatment may also relieve the hypertension. 

Treatment with methonium is but to attack one aspect of hypertensive 
disease on the assumption that high blood pressure is itself harmful and 
may form part of a vicious circle. In most cases peripheral resistance is 
raised from excessive vasomotor tone. On this account treatment with 
methonium may reasonably be considered for hypertension arising from 
a number of different causes. 

Hypertension associated with pregnancy may be due to toxemia com- 
plicating the pregnancy or to pregnancy complicating underlying essential 
hypertension or renal disease. Hypertension associated with bilateral renal 
disease may be due to chronic pyelonephritis, glomerulonephritis, or 
occasionally to polycystic disease. There is no specific treatment for these 
conditions, but a reduction in blood pressure might be expected to prolong 
life and postpone complications, and may relieve symptoms. 

Essential hypertension.—The severity of essential hypertension is a matter 
of degree and for present purposes is best divided into mild, moderate and 
severe grades. Division into benign and malignant groups is not very satis- 
factory. Malignant hypertension is usually said to be present when there is 
papilledema. Renal function is almost always impaired. The prognosis is 
serious. ‘Benign’ hypertension may also be severe and once, for example, 
evidence of left ventricular failure is present, as will often be the case when 
the patient is first seen, the prognosis is serious and few will live for more 
than a year or two. In severe cases treatment should be instituted without 
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delay, and any promising new measures are worthy of trial, in addition to 
the customary use of rest and sedatives, together with the reduction of 
obesity, restriction of salt and the administration of mercurial diuretics 
and digitalis. 

At the present time it is reasonable to suggest that an extended trial of 
hexamethonium should be made in such cases, and on occasion this form 
of ‘medical sympathectomy’ can replace surgical sympathectomy or some- 
times be used as an adjuvant, as suggested on page 547. The drug is par- 
ticularly valuable ia cases which are unsuitable for operation. Those of 
lesser severity are a more difficult problem because, as already indicated, 
the course is so variable in degree and duration. Treatment with methonium 
should, however, be considered whenever there is evidence of progression. 
Perhaps the point to stress is the need for careful initial assessment with 
a view to ascertaining over a period of time, e.g. six months, whether in 
fact there is any evidence of deterioration. If it is considered that the 
natural course of the disease is likely to be prolonged over many years, then 
in the existing state of knowledge and with the preparations at present 
available it is hardly advisable to embark on long-term treatment with 
methonium compounds in general practice. In milder cases of benign 
essential hypertension such treatment is certainly not advisable. 

The relief of symptoms.—It is sometimes difficult to decide whether 
symptoms accompanying hypertension, such as headache and giddiness, are 
attributable to the high blood pressure itself or to associated anxiety. It 
may be that worrying types of personality are more prone to hypertension, 
or that anxiety has been induced by knowledge of the presence of hyper- 
tension. However this may be, the association is common and a direct 
relationship must often be assumed. Relief can often be obtained by rest, 
reassurance, sedatives and analgesics, but in intractable cases surgical 
sympathectomy is sometimes advised and is usually effective in relieving 
symptoms, even though the blood pressure may not be lowered. Again the 
question arises whether such relief is directly related to the sympathectomy, 
e.g., by the redistribution of the blood flow through various parts of the 
body, or is a non-specific effect of two major operations, the accompanying 
period of rest and convalescence, and the general reduction of activities 
which follows the realization that there must be something seriously amiss 
to warrant such drastic treatment. 

Hypertensive encephalopathy.—The precise pathogenesis of transient 
hypertensive cerebral attacks is debatable but is probably based on cerebral 
cedema. ‘The attacks are characterized by episodes of intense headache, 
visual disturbances, and sometimes by fits. Most cases respond to vene- 
section, intravenous hypertonic magnesium sulphate or lumbar puncture. 
Hexamethonium is also effective for treatment of the acute attack and is 
simpler to administer. Caution is required if muscular paresis is present, 
owing to the possibility that this is based on cerebral thrombosis and might 
be aggravated by a reduction in blood pressure. 
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Paroxysmal pulmonary congestion.—Attacks of paroxysmal dyspnoea secon- 
dary to hypertension usually respond to morphine by injection and may 
subsequently be prevented, at least for a time, by adequate treatment with 
mercurial diuretics and digitalis. Treatment with methonium may also be 
effective, though this is not always the case. There is no convincing evidence 
that this is a better routine method of treatment, but it should always be 
tried if the response to the usual measures is unsatisfactory. Dosage is 
similar to that for hypertensive encephalopathy. In severe cases the response 
is sometimes dramatic. 

Hypertension in pregnancy.—Since pregnancy is a self-limiting condition it 
should provide an excellent opportunity for demonstrating the value of 
hexamethonium in reducing hypertension. Obstetricians may advise that 
pregnancy should be terminated if a toxemic condition is not readily con- 
trolled or if hypertension for any other reason is apparently being materially 
aggravated. Experience has shown that in some instances adequate control 
of the blood pressure with methonium seems to be beneficial, the pregnancy 
can be allowed to continue, and the reward may be a living child. 

In other cases the hypertension seems to be remarkably resistant to 
treatment with methonium, and spontaneous abortion occurs or labour may 
have to be induced. Patients with toxemia of pregnancy are normally 
treated in bed, but if the full effect of methonium is to be obtained it is 
important that they should be allowed to spend the day in a chair. It is 
possible that some infants have developed intestinal ileus due to methonium, 
but the evidence is inconclusive. With due precautions there is no evidence 
of any greater risk to the mother than to the non-pregnant patient. Further 
experience is required, but trials are not recommended in general practice. 


DETAILS OF ADMINISTRATION 


Hexamethonium salts may be given parenterally or taken by mouth. 
Roughly equivalent doses are: intravenous, 20 mg.; intramuscular, 50 mg.; 
subcutaneous, 50 mg.; oral, 250 mg. 

Parenteral treatment.—In patients with hypertension a considerable fall 
of blood pressure usually follows within a minute or so of an intravenous 
injection; the effect is maximal within two to four minutes, and lasts for 
about an hour. After an intramuscular injection the effect begins within 
about five minutes, is maximal in fifteen to twenty minutes, and lasts for 
two to three hours. After a subcutaneous injection the effect begins within 
five to ten minutes, is maximal in thirty to forty-five minutes, and lasts for 
three to four hours. These figures are approximate only, and vary widely 
in different individuals. Sensitivity also varies widely, so that the optimum 
dose must be ascertained in each patient and treatment should always be 
begun cautiously with small doses. 

Oral treatment.—Treatment by mouth is obviously more convenient 
but is much more difficult to control, owing to varying rates of absorption 
even in the same individual from time to time. On occasion this has proved 
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dangerous, and instances of irreversible sympathetic paralysis (hypotension) 
or parasympathetic paralysis (ileus) have been reported. It is essential that 
the patient should be warned of the early manifestations of serious side- 
effects and should seek medical advice, and that the practitioner should 
know exactly what action to take. Tolerance is also more liable to develop. 

Absorption and excretion.—It has been shown that hexamethonium com- 
pounds are rapidly absorbed when given by injection and that most of the 
dose is excreted in the urine. Absorption from the bowel after oral therapy 
is relatively low and extremely variable. The approximate amount absorbed 
per diem can be estimated from the amount present in the twenty-four 
hours’ specimen of urine. 

Tolerance.—In the early stages of treatment habituation to the drug is 
rapid and the amount must be gradually increased in an attempt to reach 
a dose which will produce and maintain the desired effect on the blood 
pressure. This is not always possible, and side-effects may necessitate 
abandoning treatment. If treatment is re-started after an interval it must 
be remembered that full sensitivity will have returned. 

Posture-—The hypotensive action of hexamethonium is considerably 
influenced by posture, being greatest when the individual is erect. This 
means that the drug should always be given in the recumbent posture to 
begin with (until sensitivity is assessed) in order to avoid untoward effects. 
Thereafter, during maintenance treatment, it is best for the patient to be 
up and about during the day (or sitting in a chair), and the head of the bed 
should be raised on blocks at night to ensure the optimal effect of the drug. 
The effect of each dose should be judged by taking the blood pressure in 
the lying, sitting and standing positions. 

Dosage.—Most patients have been initially assessed with intramuscular 
injections to ensure that the blood pressure is labile, and to demonstrate 
whether or not a reasonable over-all reduction of pressure can be main- 
tained. Subsequent treatment has mainly been given by mouth. It is 
recommended that 25 mg. of hexamethonium should be given intra- 
muscularly as a test dose to an adult of average weight in order to assess 
sensitivity. Thereafter injections are best given subcutaneously because this 
has the advantage of slower absorption. Treatment with 50 mg. can be 
given three times a day (e.g., at 8 a.m., 12 noon, and 4 p.m.). The dose will 
usually have to be increased steadily (e.g., by 25 mg. each time) until 100 
mg. or more are given three times a day. If, as is most often the case in 
hypertensive patients, it has been found that the blood pressure is con- 
siderably lower during sleep (as may be assessed by the amylobarbitone 
[‘amytal’] sedation test) there is no need to give the drug at night. When 
the position has been stabilized, oral treatment may be begun with 250 mg. 
three times a day, and the dose gradually increased, by 250 mg. each time. 
The average maintenance dose is 1 g. three times a day, but more may be 
required on occasion. 

Maintenance treatment.—If the hypertension can be reduced to satis- 
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factory levels and there maintained until symptoms have been relieved and 
objective evidence of improvement obtained, it must be decided whether or 
not long-term maintenance treatment at home under the supervision of the 
practitioner and guidance from the physician is really a practicable pro- 
position. It bears emphasis that these conditions are so serious that a special 
effort is required to treat this group of patients thoroughly. If following 
initial improvement the condition appears to be stationary or is deteriorating, 
it should be considered whether or not surgical sympathectomy should be 
carried out as an adjuvant to medical treatment with methonium. 

Combined medical and surgical treatment.—A perusal of the literature in 
the English-speaking world over the last twenty years leaves little doubt 
that surgical sympathectomy, though often disappointing and not without 
risk, has something to offer for some of these patients, although it is often 
impossible to tell in advance, even by special methods of preoperative 
assessment, which cases are likely to respond best. Often it will be apparent 
that the condition is too advanced to benefit, but nowadays there are greater 
opportunities for observing and treating the relatively early cases. Certainly 
medical treatment with methonium should first be tried. 

If maintenance treatment is not satisfactory, as will often be the case, 
surgical sympathectomy should be considered and carried out in suitable 
cases. If a satisfactory degree of lowered blood pressure is not thereby 
obtained, and again this will often be the case, then treatment with metho- 
nium should be started and is likely to prove of greater benefit than before. 
Further experience is required on this aspect of the problem. 

Symptomatic treatment.—When treatment is being given chiefly for the 
relief of symptoms it is usually best to give the smallest dose of methonium 
which is effective without being concerned too much about the actual 
degree of reduction of blood pressure, and also to try the effect of short 
courses. Symptomatic relief may ‘continue for some time after stopping 
a course of treatment. By these means side-effects and tolerance are less 
likely to develop. 

Hypertensive encephalopathy and paroxysmal pulmonary congestion.— 
Hexamethonium, 25 mg., should be injected intravenously with the patient 
recumbent. The head of the bed should be raised to enhance the effect, and 
further injections given as required in order to secure sufficient lowering of 
the blood pressure to relieve the attack. Maintenance treatment may be 
expected to reduce the incidence of subsequent attacks, but experience is 
too limited to be dogmatic about this. 

Resistance to treatment.—The blood pressure may fail to fall because the 
dose of methonium is too small, because tolerance to the drug has developed, 
or because the degree of organic narrowing of the arterioles is such that the 
relief of associated spasm is insufficient materially to increase the blood 
flow. In some cases there must be a potent (unknown) cause which is 
keeping up the blood pressure. 

Potentiation by low salt diet—When the blood pressure becomes resistant 
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to parenteral or oral administration of hexamethonium it will often be found 
that the restriction of salt is followed by increased sensitivity. It is not 
sufficient to exclude salt from the table and in cooking; salt-free bread and 
salt-free butter and margarine must be taken. Other foods which contain 
relatively large amounts of salt must be avoided, e.g. tinned foods (except 
fruit), sauces, bacon and bakery products. If these are excluded from the 
diet or taken in small amounts a satisfactory low salt intake will be achieved. 
It must be remembered not to prescribe medicines containing sodium. 

Risks of low salt diet.—It is now appreciated that excessive salt depletion 
may be dangerous, especially in elderly patients and those with impairment 
of renal function. Warning signs include weakness, apathy, anorexia, 
drowsiness and mental confusion. Uremia, coma and death may occur, 
so that caution is essential and the blood urea should be watched in doubtful 
cases. When a bromide preparation is taken by mouth, depletion of chlorides 
may lead to retention of bromide. 

Treatment in general practice.—Except for the management of emergencies 
or the alleviation of severe symptoms the initiation of treatment in general 
practice is not recommended, owing to the amount of time which must be 
given to observe the effects and the serious complications which may occur 
unless the patient is under close supervision. Blood pressures must be 
recorded at frequent intervals in different postures and the dose increased 
from day to day until a satisfactory maintenance level is reached. It will 
readily be appreciated that this is not really practicable except in hospital , 


RESULTS IN HYPERTENSION 

Many physicians have now tried hexamethonium in patients with hyper- 
tension but published results have been few and experience somewhat 
varied (Campbell and Robertson, 1950; Locket et al., 1951; Mackay and 
Shaw, 1951; Smirk and Alstad, 1951; Turner, 1950). It can be said that 
the drug is of value for the relief of symptoms and for the treatment of 
hypertensive crises. In severe hypertension visual function may sometimes 
be strikingly improved, papilledema relieved and exudate absorbed. It is 
probable that life is prolonged, but it will take some time before conclusions 
can be reached on this point. It is certain that life may be made more 
comfortable. 

A few of our patients have been taking the drug by mouth for more than 
a year with apparent benefit. Surgical sympathectomy has been replaced 
by ‘medical sympathectomy’ in some cases. In the majority of patients, 
however, either tolerance has developed, side-effects have been troublesome, 
or the degree of improvement has seemed insufficient to justify the close 
supervision required or the amount of introspection engendered. Experience 
is still limited, but as yet there has been no published evidence from this 
country that large numbers of hypertensive patients have materially bene- 
fited from penta- or hexa-methonium compounds given on a long-term 
basis. I believe the general impression is one of disappointment. There is no 
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doubt that there has been a considerable number of serious adverse effects 
through injudicious administration. I am certain that thorough initial assess- 
ment in hospital is advisable. It must be emphasized that maintenance 
treatment has been attempted by mouth in most cases. In New Zealand, 
Smirk (1951) has claimed that it is possible to maintain a satisfactory level 
of blood pressure in hypertensive patients over long periods by means of 
subcutaneous injections of methonium which are self-administered two to 
three times a day. Comparable trials of this method have not yet been made 
in this country on an adequate scale, and many doubt if it is a practical 
proposition save in exceptional cases. Smirk’s results are impressive, how- 
ever, and his argument as to the evils of hypertension and the importance 
of reducing high blood pressure are sound. 
UNFAVOURABLE EFFECTS 

It is only to be expected that side-effects from excessive hypotension and 
also from blocking autonomic ganglia in other parts of the body should 
sometimes be troublesome. 

Hypotension is the principal side-effect of treatment with C6, and is 
particularly liable to occur in patients with hypertension in whom the fall 
of blood pressure may be profound. The effect is essentially a postural one 
principally from pooling of blood in the extremities, and symptoms occur 
when the subject is standing, and particularly when standing still. There 
is a remarkable variation in individual sensitivity to a fall of blood pressure. 

Early symptoms are a feeling of faintness, dizziness, nausea and weakness. 
Loss of consciousness may follow and this may be dangerous. Prompt 
treatment of early manifestations is therefore most important. Faintness may 
generally be allayed by bracing the abdominal muscles, walking about or 
lying down. If necessary the head should be lowered, by raising the foot of 
the bed or couch. Vasoconstrictor drugs must be given if simpler measures 
do not suffice to restore the blood pressure. The best is probably methedrine, 
which has a relatively prolonged action compared with adrenaline and does 
not tend to produce a secondary fall of pressure: 10 mg. may be given by 
intramuscular or intravenous injection, according to the degree of urgency. 
Adrenaline may be satisfactory in mild cases, but the injection may have to 
be repeated several times to combat the effect of methonium still circulating 
in the blood stream. A combination of adrenaline (10 minims = 0.6 ml.) 
and ephedrine (4 grain = 32 mg.) by injection is often effective if methedrine 
is not available. 

It is not sufficiently realized that severe hypotension may be irreversible 
unless recognized early and adequately treated. 

Dryness of the mouth from decreased secretion of saliva is sometimes 
mentioned but is a mild complaint which usually diminishes with continued 
treatment. 

Constipation.—Some degree of constipation due to depression of para- 
sympathetic tore is not uncommon. The delay which occurs in the emptying 
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of the stomach and small intestine may also tend to reduce normal bowel 
reflexes. This is rarely a significant disability and can usually be controlled 
by liquid paraffin, or mild aperients, such as compound pill of phenol- 
phthalein, B.P.C. 

Distension is a fairly common side-effect when C6 is taken by mouth. 
This may merely amount to an uncomfortable sensation or be very dis- 
tressing and necessitate giving up treatment, at least for a time. Distension 
may be related to impaired bowel motility or to changes in blood flow 
affecting the absorption of gas. There is still much to be learned about the 
formation of gas in the bowel, and especially about the factors concerned 
in its secretion and absorption. 

Ileus.—Paralysis of bowel movement should be watched for whenever 
distension occurs, since it may be irreversible unless promptly treated. A 
number of deaths from this complication have been reported (and more 
have occurred), but they should be avoidable. Treatment is best undertaken 
in hospital if there is any delay in response to treatment. Neostigmine is a 
suitable parasympathetic stimulant: 1 mg. should be injected and repeated 
as required until bowel movements return. The other methods used in cases 
of paralytic ileus from any cause may be needed, e.g. continuous intestinal 
suction, together with the parenteral administration of fluids. 

Diarrhea.—Occasionally diarrhoea is troublesome and is presumably due 
to predominant inhibition of sympathetic tone. 

The bladder.—Patients rarely mention any disturbance of micturition, but 
there may be some impairment of bladder sensation so that an undue 
degree of distension occurs without discomfort. The result is that more 
urine is passed at less frequent intervals. 

Malaise.—General malaise and lassitude may be sufficiently unpleasant to 
necessitate abandoning the drug. 

Muscular paresis.—A few individuals develop a curare-like effect of 
muscular weakness following their initial injection and are unsuitable 
subjects for further treatment. 

Blurring of vision from paresis of accommodation is a common complaint 
and may be troublesome and persistent. 

Tachycardia.—A rise in pulse rate of 10 to 30 beats per minute may follow 
a parenteral injection but is rarely noticed by the patient. The degree of 
tachycardia is closely related to that of the hypotension produced. 

Vascular complications.—One action of hexamethonium is to lower the 
blood pressure by the release of vasoconstrictor tone. Since it is probable 
that the cardiac output is little altered, there must be a redistribution of 
blood flow in various parts of the body, and hence the possibility of serious 
slowing of the blood stream in some areas, and particularly through vessels 
already narrowed by disease. This must be kept in mind if there is reason 
to suspect the presence of coronary or cerebral atheroma. Angina pectoris 
and hemiplegia have been reported following the production of excessive 
hypotension. 
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Renal function.—In most cases there is no evidence that renal function is 
impaired. In cases of nephritis, however, and in malignant or late benign 
hypertension with renal failure, the blood urea may rise further under 
treatment, even though the relief of severe hypertensive symptoms may still 
make treatment worth while. It is usually impossible to be sure that this is 
not due to the natural course of the disease. In some cases renal function 
may actually improve. 

Bromism.—Hexamethonium bromide contains nearly 50 per cent. of 
bromine. With high dosage by mouth, especially if salt is restricted in the 
diet, or in the presence of impaired renal function, the blood bromide level 
may reach toxic levels. Suspicions should be aroused if a patient complains 
of drowsiness or becomes confused. The condition can be confirmed by 
estimating the amount of bromide in the blood. Symptoms may occur when 
the concentration reaches 150 mg. per cent. There is no risk of bromism 
with parenteral administration. 

The skin..—Rashes are uncommon, but instances of bromide eruption 
have been reported. One such case was attributed to the high bromide 
concentration in the body which may result from a decreased intake of salt 
accompanying the administration of methonium bromide by mouth. 


PERIPHERAL VASCULAR DISEASE 


The experimental work of Arnold, Goetz and Rosenheim (1949), and of 
Burt and Graham (1950), showed that the blood flow to the extremities is 
increased following the injection of hexamethonium in normal subjects, and 
that this effect is considerably more marked in the lower than in the upper 
limbs in most, but not all, individuals. This suggests that some improvement 
may be expected in those forms of peripheral vascular disease which are 
accompanied by vasospasm. Considerably smaller doses of methonium are 
required than in the treatment of high blood pressure, and naturally it is 
desirable that so far as possible hypotension should be avoided. Hexa- 
methonium, 250 to 500 mg. by mouth, three times a day, may be sufficient. 

It is mainly in the preliminary assessment of these patients, however, that 
methonium compounds are of value, because should the effect be favourable, 
sympathectomy is normally advised in order to obviate long-term medical 
treatment for a condition which is usually progressive. In some cases there 
are contraindications to operation, and in others symptoms are troublesome 
only during the winter months. In such instances methonium is well worth 
a trial. 


THE GASTRO-INTESTINAL TRACT 


Kay and Smith (1950) showed that C6 inhibited the spontaneous secretion 
of hydrochloric acid and that following an injection of insulin (vagal secre- 
tion), but not that following an injection of histamine. These results were 
obtained in the fasting state. Gastric motility was also inhibited. Douthwaite 
and Thorne (1951) studied patients with full stomachs, i.e., following a 
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barium or gruel meal. They found that gastric secretion was little affected, 
probably because it was mainly hormonal and not neurogenic in origin. 
There was considerable delay in gastric emptying and also duodenal ileus. 
Postural hypotension, when standing still for the radiological examination, 
was considerable. 

At present it is suggested that methonium compounds are useful agents 
in the investigation of gastro-intestinal function as regards both secretion 
and motility, but have no established place in treatment. Nevertheless, they 
may be considered for the treatment of patients with peptic ulceration in 
whom pain cannot be controlled by other means and complications such 
as pyloric stenosis requiring appropriate treatment have been excluded. 
The effect is probably achieved by diminishing muscular tone or motility 
in the stomach. Their chief use may be for controlling excessive night 
secretion—that is to say, when the stomach is normally empty and food and 
drugs are not being taken—but at present there is no evidence that methon- 
jum is superior to atropine for this purpose. When given by mouth the 
effect is similar but less constant than when given parenterally. The smallest 
dose which will produce the desired effect should be given, e.g., 50 mg. by 
mouth in the first place. This may have to be gradually increased to about 
250 mg. thrice daily. 

C6 may sometimes be found useful for reducing intestinal hurry, from 
whatever cause, and also for diminishing intestinal spasm. 


ANAESTHESIA 


Griffiths and Gillies (1948) demonstrated that hemorrhage during surgical 
operations could be greatly reduced, and indeed almost abolished, by lower- 
ing the blood pressure to a sufficient degree. This was achieved by paralysing 
the sympathetic nervous system by means of high spinal anzsthesia with 
procaine solution. The procedure is quite safe provided vasodilatation and 
full oxygenation are maintained. Enderby (1951) showed that a similarly 
effective level of hypotension could be achieved with penta- or hexa- 
methonium, and these results have been confirmed. The method has now 
been widely used but is not without risk, except in the experienced hands of 
anesthetists thoroughly conversant with all aspects of the technique. It is 
recommended that the blood pressure should be kept at a systolic level of 
50 to 70 mm. of mercury. An initial dose of 10 mg. of methonium should be 
given intravenously to assess sensitivity. Caution is especially required in 
hypertensive individuals. The dose is thereafter regulated by the effect pro- 
duced. The degree of hypotension may be enhanced by tilting the table or 
lowering the legs, and on occasion this effect of posture can be used in the 
reverse direction if the blood pressure has fallen too low. The pressure may 
be rapidly restored by a subcutaneous injection of 10 mg. of methedrine. 
Advantages of this method over that of high spinal anesthesia include the 
avoidance of lumbar puncture, but disadvantages are that sensation and 
muscle tone are unaffected. 
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HYPERHIDROSIS 


Sweating may often be diminished by C6 without undue side-effects. It 
will rarely be desirable to employ long-term treatment for a condition which 
is not dangerous to life, but the action of methonium may be useful on 
occasion when excessive sweating is particularly undesirable. 


SUMMARY AND CONCLUSIONS 


Penta- and hexa-methonium compounds have the property of blocking the 
transmission of nerve impulses through autonomic ganglia. They are proving 
very useful agents in research and in the investigation of a number of 
medical conditions. They are particularly potent in reducing the blood 
pressure in hypertension. 

Their place in treatment is at present limited and interest is chiefly 
centred round the problem of bypertension. Cases suitable for treatment are 
discussed, together with details of administration and potential dangers. 
Maintenance treatment by mouth is possible in only a small proportion of 
patients owing to the development of tolerance or undue side-effects. The 
self-administration of methonium by injection three times a day is likely 
to be a practical proposition in only a limited number of individuals. It is 
not recommended that treatment should be undertaken in general practice, 
except for the supervision of maintenance treatment after thoroug’: pre- 
liminary assessment in hospital. Methonium compounds are being used for 
the reduction of hemorrhage in surgical operations. 

Reference is made to their place in peripheral vascular disease and in 
disorders of the gastro-intestinal tract. 

The opportunity has been taken to review the present position, but ex- 
perience is not yet sufficient to enable the ultimate value of these drugs in 
clinical practice to be assessed. 

I have been fortunate to be able to discuss these problems with a number of 
colleagues and friends who are particularly experienced in various practical aspects 
of the methonium compounds. Thanks are especially due to Professor M. L. 
Rosenheim (hypertension), Miss Catherine Burt and Mr. Alexander Slessor (peri- 


pheral vascular disease), Dr. John Gillies (anesthesia), Dr. Wilfrid Card (gastro- 
enterology), and to Dr. W. R. Thrower for his general interest and advice. 
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REVISION CORNER 
THE USE AND ABUSE OF CODEINE 


ALTHOUGH it was discovered in 1837, the general use of codeine dates from the 
1880’s. Chemically it is methylmorphine, and its main actions are similar to those 
of morphine, although much less marked. It possesses a mild hypnotic and 
analgesic action; the latter is not sufficient to relieve severe pain. It is less de- 
pressant to the higher centres, and respiratory depression is also much less than 
that produced by morphine. The effect on the cough centre has been assessed as 
about a third of that of morphine. It has the stimulant action of the alkaloids of 
this group on the spinal cord, and therefore the acute toxic effects may include 
convulsions. A curious and analogous effect it may also produce, in large doses, is 
some stimulation of the medullary centres, including the respiratory centre. This 
is thought to provide an explanation of the ineffectiveness sometimes complained 
of when codeine is used in repeated doses to suppress cough. 


TOXIC EFFECTS AND SENSITIZATION 

Acute codeine poisoning is, of course, rarely seen, and there do not appear to have 
been any fatal cases. The treatment advised is that employed for morphine 
poisoning, although it might be argued that if the drug does not produce respira- 
tory depression in overdose, having, if anything, the reverse effect, it can be con- 
sidered to be its own antidote! Sensitivity to codeine is uncommon, although a 
number of cases have been recorded. There is irritation of the skin and a rash, 
of a few hours’ duration. Probably because codeine produces little euphoria, it 
seldom causes drug addiction, and there are not many cases reported in the 
literature. It is of interest that when codeine has been given to morphine addicts 
to lessen the symptoms produced by withholding morphine, cessation of codeine 
administration has, in its turn, been followed by withdrawal symptoms. 


COUGH MIXTURES 

Codeine itself is only slightly soluble in water (1 in 120). Codeine phosphate, the 
salt included in the British Pharmacopeia, contains not less than 69.5 per cent. of 
codeine, and the dose is 1/6 to 1 grain (11 to 65 mg.). It is soluble in about 1 in 
4 of water, and is the preparation of choice, especially when cough mixtures or 
syrups are prescribed. Codeine sulphate, included in some foreign pharmacopezias, 
is appreciably less soluble. In the treatment of cough, codeine, like other sedative 
drugs, is especially useful when the cough is dry, unproductive and troublesome. 
It may be prescribed as syrup of codeine phosphate B.P.C., which contains 0.5 
per cent. of codeine phosphate in simple syrup, i.e., about 4 grain in 120 minims 
(32 mg. in 7 ml.). A method favoured by some is to prescribe tablets of codeine 
phosphate (the official tablet is one of 4 grain =32 mg.), taken with a syrup or 
glycerin administered separately ; the demulcent can then be repeated at intervals 
if the throat is still irritable, without exceeding the effective sedative dose of 
codeine. It is probably inadvisable to exceed a dose of 1 grain (65 mg.) of codeine 
in the treatment of cough. 

For those who still approve of the more elaborate type of cough medicine, 
something like the compound syrup of cocillana B.P.C. may meet with approval. 
This contains small quantities of five nauseating expectorants, flavouring agents, 
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and codeine, of which there is 1 grain in 1 fi. oz. (65 mg. in 28.5 ml.). Whether 
pharmacologically justified or not, this kind of cough medicine, in one form or 
another, is widely employed. 

There are many variants on the simple codeine cough syrup, e.g., the codeine 
linctus of the Nationai Formulary, consisting of 30 minims (1.8 ml.) of syrup 
of codeine phosphate with 15 minims (0.9 ml.) each of syrup of wild cherry and 
syrup of tolu. The Formulary also includes a codeine mixture for infants, with 
10 minims (0.6 ml.) of syrup of codeine phosphate and 15 minims (0.9 ml.) of 
syrup of tolu, in caraway water. Some authors have suggested that the addition of 
a barbiturate enhances the cough-depressant action of codeine, and ephedrine 
hydrochloride may be added as an antispasmodic in cases of troublesome cough 
associated with a degree of bronchospasm. 


ANALGESIA 

As an analgesic, codeine’ is used mainly to relieve pain, mild to moderate in 
severity. It has been shown that a dose of 1 grain (65 mg.) of codeine produces 
less effect than 1/6 grain (11 mg.) of morphine. Opium contains a variable amount, 
about 0.5 per cent. of codeine, and preparations of total opium alkaloids like 
papaveretum, B.P.C., contain 2.5 to 5.0 per cent., as compared with 50 per cent. 
morphine. Codeine is generally prescribed as an adjuvant with the coal-tar 
analgesics as in the official compound codeine tablet B.P. which contains :— 

Acetylsalicylic acid 4 grains (0.25 g.) 

Phenacetin 4 grains (0.25 g.) 

Codeine phosphate + grain (8 mg.) 

Despite some criticism, the value of this kind of preparation is generally 
accepted, especially for pain arising in muscles or joints, and for headache. Codeine 
is not generally of much value in pain of visceral origin, although it has been 
recommended in conditions as diverse as angina pectoris, dysmenorrhea, and 
spastic colon. It may be of some value in abdominal pain if this is associated with 
diarrheea, although it must be remembered that the constipating effect of codeine 
is small and appreciably less than that of morphine. However, some clinicians 
recommend doses of } to } grain (16 to 32 mg.) in the symptomatic treatment of 
diarrhea. Another use for codeine which has been favourably reported on is for 
limited periods as a sedative in selected cases of cerebral injury, together with 
pentobarbitone; it has been observed that this produces sedation without the 
adverse side-effects which are contraindications to the use of morphine in such 
cases. 

F. J. HEBBERT, M.D., F.R.F.P.S. 


Lecturer, Materia Medica Department, University of Glasgow. 


THE TREATMENT OF HODGKIN’S DISEASE 


Since Hodgkin, in 1832, described a disorder affecting the ‘absorbent glands and 
spleen’, a large group of fatal diseases, characterized by painless, progressive en- 
largement of the lymphoid tissue of the body with eventual cachexia and anzmia, 
has been recognized. The classification of these disorders remains a much disputed 
subject and presents considerable difficulty on account of the great variety of sites 
of involvement, the clinical manifestations and course of the diseases, and the 
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differing histological pictures. Few clinicians attempt to understand the dis- 
tinguishing features between Hodgkin’s disease, lymphosarcoma, idiopathic 
reticulosis, and reticulum-cell sarcoma, and the majority are content to diagnose 
‘reticulosis’, or ‘a form of Hodgkin’s disease’, and thereafter to refer the patient to 
a radiotherapist or hematologist for treatment. The latter, however, must try to 
establish more fully the nature of the disease process in order to plan the therapy 
most likely to hold in check the progress of the condition and most suited to the 
case in question. Observation of the natural history of events in Hodgkin’s disease 
has shown the special types of problem for which different therapeutic procedures 
are indicated. It is convenient to consider briefly some of the more common clinical 
variations in relation to the forms of treatment at present employed. 


DEEP X-RAY THERAPY 

In most cases of Hodgkin’s disease lymph gland enlargement is usually the 
presenting complaint. This occurs most often in the superficial glands on one or 
both sides of the neck and, after an interval of months or sometimes years, is 
followed by lymphadenopathy in the axilla, groins, mediastinum or abdomen. 
Splenomegaly is found in about 50 per cent. of such cases, but may not be de- 
tected in the early stages and may not become gross. General manifestations such 
as anzemia, fever and cachexia are not usually present until later, when the disease 
has become generalized. In this form of Hodgkin’s disease early localized irradia- 
tion therupy to the involved glandular groups is unquestionably the treatment of 
choice, and usually results in the complete disappearance of the tumour masses. 
Some American centres advocate surgical excision of glands when only one super- 
ficial group is involved, but this seems to offer no advantages over adequate 
localized X-ray treatment. 

Lymphadenopathy arising in the mediastinum or abdomen may present diffi- 
culties both in diagnosis and in treatment, on account of pressure effects on air- 
passages, veins, lymphatics or biliary ducts. Once the diagnosis is established, 
localized irradiation or trunk baths usually relieve the immediate clinical features, 
but local recurrence and visceral involvement tend to follow more rapidly than in 
cases with only initial localized superficial glandular enlargement, and systemic 
disturbances such as fever and anzmia also occur earlier. Increasing and more 
frequent X-ray dosage thus becomes necessary, with consequent danger of early 
hzmopoietic depression precluding further irradiation. Enlargement of the spleen, 
liver and mesenteric glands may become considerable in such cases, with oc- 
casional extensive infiltration of the lungs and intestinal wall. Involvement of the 
vertebrz, pelvis and ribs with nerve pressure symptoms may also occur and call 
for special irradiation. In its generalized form the disease may thus present in so 
many sites that the ability to hold it in check becomes largely a function of the bone 
marrow tolerance of the individual to repeated irradiation, and there comes a time 
when no further treatment is possible. Actual insensitivity of Hodgkin’s tumour 
masses to X-rays may also develop. 


DRUG THERAPY 
In recent years the nitrogen mustard group of drugs has come to occupy an im- 
portant place in the treatment of Hodgkin's disease. These compounds are potent 
antimitotic agents, having effects closely similar to those of irradiation, and it has 
teen claimed that they have a special affinity for the cells of Hodgkin's tissue. 
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Like X-rays, the nitrogen mustards are powerful depressants of hematopoiesis, 
and their administration to patients already anemic may be followed by severe 
marrow depression as well as by more immediate toxic effects, such as vomiting 
and shock. Most authorities agree that nitrogen mustard therapy in Hodgkin’s 
disease should be reserved for cases in which the condition is becoming generalized 
and associated with constitutional symptoms. It is particularly effective in con- 
trolling the Pel-Ebstein type of pyrexia, the pruritus and the bone pain, and has 
often been reported to render sensitive to further X-rays cases which have become 
refractory to irradiation. It has been claimed that many patients in whom treat- 
ment would otherwise have had to be abandoned have been given complete re- 
missions of many months by nitrogen mustard therapy. The preparation in com- 
mon use is di-(2-chloroethyl) methylamine hydrochloride, which is administered 
intravenously in courses of three to six injections on successive or alternate days. 
As the drug is a contact vesicant, great care must be taken in the method of in- 
jection, and reactions occurring within a few hours are common. If necessary a 
further course of therapy can be repeated after an interval of six to eight weeks. 
Recently, preparations of nitrogen mustard for oral administration have become 
available for experimental clinical trial, and the results of this work in sufficient 
cases will be awaited with interest. 

Arsenic, in the form of Fowler’s solution, has long been used in the treatment of 
Hodgkin’s disease. Its use is empirical, being an attempt to improve the general 
health of the patient and to reduce pyrexia, but the results do not equal those 
obtained with irradiation or nitrogen mustard. The recent trials of cortisone and 
ACTH in patients with this disease are also disappointing, with only temporary 
palliation being reported in a few of the cases treated. 


GENERAL CONSIDERATIONS 

The general practitioner will gather that the treatment of Hodgkin’s disease calls 
for highly specialized techniques, the choice of which is determined by the widely 
varying clinical picture. Although at present little can be done to arrest the more 
active type of the disease in which widespread marrow and visceral involvement 
may prove fatal in a few months from anzemia and cachexia, patients with the more 
slowly progressive form may enjoy several years of excellent health, requiring 
specialized therapy only at long, though gradually decreasing, intervals. Follow-up 
studies in large series of cases treated by irradiation have reported the five-years’ 
survival rate to be from 25 to 35 per cent., and the ten-years’ survival rate approxi- 
mately 10 per cent. General supportive treatment includes a good diet, adequate in 
vitamins, and aims to prevent and combat intercurrent infections. Diet is more 
important than iron, liver or other hzmatinics if anzemia is present, but transfusion 
may be required in the later stages. Symptomatic treatment may be necessary to 
relieve pain or symptoms arising from alimentary, respiratory or skin involvement. 
Pruritus is a troublesome feature encountered in nearly 10 per cent. of cases and, 
if not relieved by irradiation, may be helped by lotion of phenol (B.P.C.) or alkaline 
lotion of coal tar (B.P.C.). There seems no doubt that modern therapeutic 
measures are becoming increasingly more able to prolong the period of good 
health in individual cases and to improve the over-all outlook in this disease. 


James INNES, M.D., F.R.C.P.ED. 
Lecturer in Medicine, University of Edinburgh; 
Assistant Physician, Royal Infirmary, Edinburgh. 








NOTES AND QUERIES 


Chronic Bronchitis in the Elderly 


Quvuery.—I would be grateful if you could give 
me some advice on the treatment of an elderly 
patient. This lady, aged eighty-four, suffering 
from chronic bronchitis, only feels well during 
acute exacerbations of her illness. So long as her 
phlegm is purulent and therefore easily ex- 
pectorated she sleeps well, eats well, and feels 
perfectly happy. As soon as her temperature 
returns to normal, and her phlegm becomes grey 
and tough, she becomes breathless and 
asthmatic, and signs of congestive heart failure 
develop. This continues until a new infection 
brings relief. The usual expectorants, such as 
ipecacuanha, and ammonia, are of little avail. 
Iodine, as the sodium or potassium salt, or in 
colloidal form, does not agree with her, causing 
vomiting or diarrhea. Can you recommend a 
remedy giving the relief which at present is only 
brought about by the very doubtful and risky 
medium of bacterial infection? 


Rep_y.—The cardinal point in the query is the 
phrase ‘therefore easily expectorated’. Super- 
added respiratory infection makes a patient with 
chronic bronchitis and emphysema much 
worse; the mucous membrane of the bronchial 
tubes becomes swollen, there is often marked 
spasm of the bronchi, and accumulation of 
secretion still further obstructs the respiratory 
exchange. As the infection and the bronchial 
spasm subside, the bronchi are cleared by the 
‘easy expectoration’, and the patient feels 
better. It is clear, however, that when this 
awkward old lady does recover from the in- 
fection, she is left with an underlying asthmatic 
tendency, with bronchial spasm and _ viscid 
mucoid secretion. 

The principles of treatment here are: (1) to 
combat, so far as possible, the disabilities of the 
emphysema and the asthmatic spasm; and (2) to 
deal with superadded infection when it occurs. 
Hot alkaline drinks, e.g., the old Brompton 
Hospital mixture—compound mixture of sodium 
chloride of the National Formulary, } to 1 fl. oz. 
(14 to 28 ml.) in a cupful of hot water, first 
thing in the morning and last thing at night; 
ephedrine and, if possible, kaolin poultices to the 
chest, will help to loosen the phlegm and abolish 
the bronchial spasm. Oxygen inhalations may be 
necessary if there is cyanosis. Aminophylline 
may be useful. The practitioner must decide for 
himself whether and when the persistent 
asthmatic condition calls for adrenaline and 
isoprenaline. 

At the onset of respiratory infection, it may 
be wise to give a course of sulphamezathine or 
penicillin, if the organisms obtained from the 


sputum are found to be sensitive. There is no 
simple ‘remedy to give relief’ to this old lady. 
The practitioner will have to keep in mind the 
general principles of batting, and then play each 
ball on its merits, as it comes along. 

ROBERT COOPE, M.D., F.R.C.P. 


Postural Hypotension 
Query.—My wife, aged sixty years, has suffered 
from low blood pressure for the last five years or 
more and continues to complain of a feeling as 
though she would swoon, if she did not sit or 
lie down, in spite of the following treatment :— 
A diet with a high content of salt, red meat, 
Easton-syrup tablets, ‘beplex’ tablets, and 
calcium gluconate tablets daily; 4 oz. brandy 
before dinner or supper at night. I may mention 
here that she also suffers from what I might term 
a carbohydrate dyspepsia, as she cannot digest 
starchy foods such as rice, pastries, and bananas, 
and takes after her main carbohydrate meal, 
porridge of a morning, a dose of ‘dia-pepsin’ 
mixture. I have also given her during her attacks 
of vertigo or swooning, for it is not actual 
giddiness she gets, ephedrine hydrochloride, 


4 grain (32 mg.) tablet with coffee, for three or 
four days, first thing in the morning on getting 


out of bed, but she complains of slight palpita- 
tion a few hours after taking these tablets. Her 
blood pressure taken today after lunch in a 
sitting posture and with a mercurial sphygmo- 
manometer with her right arm constricted was 
systolic 100; diastolic 62. The blood pressure 
drops to yo/60 during swooning attacks. 

I would be glad of your advice on the cause 
and treatment of low blood pressure. 


Repty.—‘Low blood pressure’ as a chronic 
condition is relatively uncommon so far as it is 
the essential cause of the patient’s symptoms. 
Many individuals who suffer from lassitude and 
in whom the blood pressure is found to be 
lower than normal are in reality suffering from 
some other physical abnormality. It is very 
important to define accurately that the symp- 
toms complained of are closely related to the 
posture of the patient. 

The case referred to in the query seems to be 
a definite case of postural faintness or syncope. 
The story that she is uncomfortable standing 
and has to sit or to lie down to recover is ex- 
tremely suggestive. The cause of such chronic 
hypotension is never primarily cardiac but is 
closely referable to the state of the vasomotor 
system. It may be found in peripheral nervous 
disorders, such as tabes dorsalis and syringo- 
myelia, and cases have been described in which 
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the lesion would seem to be situated in the 
hypothalamus, in close apposition to the 
sweating centre. Here, associated with the 
postural evidence, there is usually a clear story 
of lack of proper sweating, or anhidrosis. The 
hypotension of Addison’s disease is more 
closely related to the sodium metabolism, and 
in such cases the blood sodium is diminished 
and the blood potassium raised. The symptoms 
of Addison’s disease may precede by several 
years the actual clinical manifestation of pig- 
mentation. 

The treatment of postural hypotension is 
difficult. The first step is the fitting of elastic 
stockings coming as high up the thigh as 
possible, and the wearing of a good abdominal 
support. ‘Methedrine’, in doses of 5 mg. twice 
daily, after breakfast and after lunch, may pro- 
vide a useful cerebral stimulus. Regular spong- 
ing with cold water may also be tried to help 
the peripheral vascular tone. 

GEOFFREY BOURNE, M.D., F.R.C.P. 


The ‘ Safe Period’ 


Query.—(1) What is the percentage reliability 
of the so-called ‘safe period’, and (2) how could 
this most accurately be estimated in a multi- 
para whose average cycle is thirty to thirty-one 
days? 

Repty.—{1) It is difficult to estimate the 
‘percentage reliability’ of the so-called ‘safe 
period’. Two reasons may be given for this: (a) 
So many women have an irregular menstrual 
cycle varying between twenty-six and thirty- 
two days, quite apart from irregularities oc- 
curring on holidays at home and, more so, 
abroad, under emotional stress, and following 
childbirth. (b) Variations often occur in 
‘ovulation time’, although this usually happens 
about the fifteenth day before the onset of the 
next menstrual period, and is best checked by 
the early morning ‘temperature shift’, showing a 
drop on the day of ovulation followed by a 
slight rise on the next day. 

(2) This is best answered by quoting from a 
carefully worded pamphlet recently issued by 
the Family Planning Association :— 

‘Any woman, attempting to make use of the 
safe days must keep an accurate record of her 
periods for six months and during these six 
months, she should also keep a record of her 
early morning temperature and, during this 
time, she should, if necessary, use some other 
method of contraception. She will learn from 
this the variation of her periods and thus be able 
to assess accurately and mathematically, when 
her fertile days, and consequently dangerous 
days, are likely to occur, and she will be able to 


check her conclusions with the record of her 
early morning temperature. 

‘For at least 6 days in each month a woman 
may be fertilized, during 3 days before ovula- 
tion, the day of ovulation, and during the two 
days afterwards, but as a further precaution it 
is wise to add an extra day before and an extra 
day after—making 8 liable days in all. Thus for 
a multiparous woman whose average cycle is 
30-31 days, 19 should be deducted from the 
shorter cycle of 30, making 11, and 12 deducted 
from the longer cycle of 31, making 19—so 
that her “dangerous days’’ will be the 11th- 
19th of each cycle, in this way limiting the days 
for “‘safe intercourse”’ .’ 

C. LANgE-ROBERTS, M.S., F.R.C.S., F.R.C.0.G. 


Latent Homosexuality 


Query.—I should be grateful for any help 
which you could give me in dealing with the 
following difficult case :— 

The patient, a youth, not yet nineteen years 
of age, is a rather efieminate type. He is 
extremely keen on dramatics, hoping to enter 
the Royal Academy of Dramatic Art and even- 
tually make the stage his career. His spare time 
occupations are those of a girl, knitting and 
arranging flowers, and not those of a normal 
male with outdoor interests in sport. Just 
recently, his mother came across some letters 
of his which have made her strongly suspect him 
of homosexual activities. She cannot question 
him as she realizes that she should not have 
read his letters, yet she noticed changes in his 
behaviour, e.g. excitement on the arrival of his 
letters and an almost moody silence when none 
arrive. He is at present doing his National 
Service, but seems to have so many boy friends 
with whom to stay during short leave, that even 
his original love—the theatre—is beginning to 
take second place. Naturally the parents are 
distressed, and I would like to know whether 
there is any treatment, psychotherapy or glan- 
dular extracts, that might prove effective. His 
parents feel that if there is no hope of his 
returning to normal living, they are not prepared 
to sacrifice a substantial part of their income in 
sending him to the Academy. Again I am not 
sure whether they are right or wrong. Both 
parents are extremely sensible, well educated, 
and understanding. 

Repty.—The history given in this case is cer- 
tainly strongly suggestive of homosexual pre- 
occupations, although there is no direct evidence 
that these have gone beyond the latent form, or 
reached the stage of actual inverted activity. 
The possibility should be kept in mind that the 
patient himself is not consciously aware of the 
significance of his feelings. Some delicacy will 
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have to be observed in approaching the matter, 
but nothing can be gained by avoiding a frank 
discussion of his behaviour. It is likely that it 
would embarrass both the patient and the 
parents to approach the problem, but the family 
physician should be in a good position to do so. 
The objective of the preliminary discussion 
should be to persuade the patient to consult a 
psychiatrist who has had experience in dealing 
with cases of this type. Until such a psychiatric 
examination is carried out, it is difficult to give 
any reliable prognosis, but the parents can be 
told that psychological treatment is available, 
and offers the only solution to homosexual 
tendencies. In young people of good intelli- 
gence the prognosis need not be as gloomy as 
is sometimes supposed. Furthermore, the treat- 
ment need not necessarily preclude a career on 
the stage. 
Proressor D. R. MacCALMAN, M.D., M.R.C.P.ED. 


Penicillin Therapy in Paronychia 


Query.—I wonder if you could give me some 
information with regard to the use of oral 
penicillin in the treatment of early paronychia 
and pulp infections of the hand? I have recently 
seen a case of paronychia successfully treated 
with oral penicillin by a general practitioner, 
and I am wondering whether it was the excep- 
tion to the rule. 


Rep.ty.—In the past the difficulty in treating 
pyogenic infections with penicillin by mouth 
has been due to the fact that this route is some- 
what unreliable in giving suitable blood levels, 
and also because of the increased cost of peni- 
cillin given this way in higher dosage. However, 
the latter factor can now be disregarded, largely 
because the drug is so much cheaper and, when 
given in doses of 250,000 to 500,000 units by 
mouth four-hourly, it is possible to get a satis- 
factory blood level for treating many conditions. 
The drug should be given in water swallowed 
before meals, as it is preferably taken on an 
empty stomach. Another treatment with peni- 
cillin which is extremely efficient in cases of 
early paronychia, and which often aborts them, 
is to put a small finger stall over the affected 
finger and then insert gently down the side, with 
a needle and hypodermic syringe, 0.25 ml. of a 
penicillin solution containing 100,000 units in 
that volume. These cases respond extremely 
well to this treatment, or even prophylactically 
when only threatening. 

HAROLD STEWART, M.D., PH.D., M.R.C.P. 


Premature Baldness 


Query.—What are the latest views on the treat- 
ment of premature baldness? Is there any 
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indication for the administration of hormones 
systemically or locally in this condition? 
Repty.—Whilst the latest views on the cause of 
premature baldness may differ materially from 
those of our grandfathers, the treatment of this 
condition remains, alas, ineffective. The loss of 
hair is believed to be due to an increased 
androgen/cestrogen ratio. A similar imbalance is 
found in virilism and in some women after the 
menopause—two conditions in which there may 
also be baldness and a growth of coarse hair on 
the beard area and on the body. Many men 
become prematurely bald but only a few are 
perturbed about it. For this reason, if the patient 
seems unduly worried, it is just as well to 
determine whether alopecia has any special 
significance in his mind. Some men believe it 
implies diminished potency or infertility, and 
need reassurance that this is not true but that, 
on the contrary, the condition occurs in the 
virile and not in eunuchoids. 

There is no practicable way of causing re- 
growth, or, for that matter, of checking the 
slow but steady regression of the hair line. 
(Estrogens are ineffective unless given in a 
dosage sufficient to cause testicular atrophic 
changes, loss of libido and gynxcomastia—a 
state of affairs worse than simple baldness. The 
local use of cestrogens is also ineffective. If 
treatment is demanded in spite of a simple 
explanation of the quasi-normality of the con- 
dition, then ‘ut aliquid fiere vidiatur’, and to 
combat any associated pityriasis capitis, the 
following may be prescribed to be rubbed in 
(gently, lest the condition be aggravated) :— 


Salicylic acid ...... 10 grains (0.65 g.) 

Oil of rosemary . 10 minims (0.6 ml.) 
Castor oil. ......... 60 minims (3.5 ml.) 
Industrial spirit .. to one fi. ounce (28.5 ml.) 


Brian RUSSELL, M.D., M.R.C.P. 


Radiotherapy in Dupuytren’s 
Contracture 


Query.— Can Dupuytren’s contracture be 
treated and relieved by X-ray therapy and, if so, 
what is the average length of treatment? 


Rep.ty.—lIt is our experience that Dupuytren’s 
contracture can be benefited by radiotherapy. 
We do not, however, employ X-rays for this 
purpose, but rely rather on radium, this being 
applied, as a rule, over a period of seven to ten 
days, in an individually constructed applicator. 
By this means, the depth dose can be minimized, 
and the treatment limited largely to the area of 
contracture. The dose delivered is, as a rule, 
3000r, the mould being worn for approximately 
six hours each day. 

J. S. FULTON, 0.B.E., M.D., F.R.C.P. 
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Thiacetazone in Pulmonary 


Tuberculosis 

Tue results of a small trial of thiacetazone 
(T.B.1) alone, and in combination with PAS, 
in pulmonary tuberculosis are recorded by 
R. Z. Ptaszynski and A. E. K. Salvi (Tubercle, 
September 1951, 32, 197). Twenty-four males, 
aged twenty to sixty-seven years, were treated 
with thiacetazone alone. Of these, 7 had pre- 
viously been treated with streptomycin, and 13 
with PAS, without effect, two were advanced 
cases of poor prognosis, and two had chronic 
hamatogenous disease. Thiacetazone was given 
for 12 to 39 weeks (average 18.5 weeks). Dosage 
started with 50 mg. daily for one week, rising by 
50 mg. daily at weekly intervals to a maximum 
of 200 mg. daily; in a few cases the maximum 
daily dose was 150 mg. The results in this group 
were: 3 ‘unexpectedly improved’, 8 improved, 
9 no change, 4 worse; i.e. 55 per cent. improved. 
A second group of 20 patients (aged twenty- 
three to sixty years) with active pulmonary 
tuberculosis but who ‘by reason of age, temper- 
ature, extent of disease or complications, were 
not at the time fit for orthodox collapse mea- 
sures’, were treated with a combination of 
thiacetazone in the same dosage as the first group, 
and PAS, 10 g. daily for six days a week. The 
results in this group were: 5 ‘unexpectedly im- 
proved’, 11 improved, 4 no change; i.e., 80 per 
cent. improved. No serious toxic effects were ob- 
served from the use of thiacetazone. In one 
patient, nausea and vomiting proved intractable 
and treatment had to be stopped. One patient 
developed transient albuminuria; he had also 
developed albuminuria when treated with 
streptomycin previously. Two patients de- 
veloped skin lesions—one erythematous and one 
macular; both cleared quickly on withdrawing 
the drug, and did not recur when treatment was 
resumed. No blood dyscrasias were observed. 
On the subject of toxicity the authors conclude 
that their experience leads them to believe that 
‘in the dosage used no serious toxic effects need 
be feared from the use of T.B.1 in out-patients, 
if the nature of the case appears to indicate its 
use’. The general conclusion is that thiacetazone 
‘is considered to have a definite tuberculostatic 
effect; in combination with PAS, results com- 
parable with those to be expected from strepto- 
mycin have in some cases been obtained’. 


Cortisone and ACTH in Neurology 
Tue following is a summary of the major 
results obtained from the use of cortisone and 
ACTH in 45 patients with various neurological 
disorders, and reported by G. Milton Shy and 


D. McEachern (Brain, September 1951, 74, 
354). In three cases of myotonia dystrophica the 
myotonia was abolished during treatment with 
cortisone, but recurred on stopping treatment. 
In a case of myotonia congenita the myotonia 
was abolished with ACTH and decreased with 
cortisone, but returned when treatment was 
stopped. Of three cases of myasthenia gravis, 
two became much worse during treatment, and 
there was no effect in the third. Improvement 
occurred in three cases of dermatomyositis 
treated with cortisone. Three cases of amyo- 
trophic lateral sclerosis and three of peripheral 
motor neuropathy were uninfluenced by cor- 
tisone. Of two cases of Raynaud’s disease, one 
was unaffected by cortisone whilst the skin 
changes in the other cleared. No improvement 
occurred in three cases of progressive muscular 
dystrophy of the childhood type. ‘Striking’ 
improvement occurred with cortisone in seven 
out of eight cases of menopausal muscular 
dystrophy, but maintenance treatment was 
necessary. Practically all the patients developed 
a sense of well-being. ‘Eosinopenia, water 
storage, mild diminution of sugar tolerance, 
were the rule, but these did not warrant dis- 
continuance of treatment in any instance’. 
Slight increase of facial hair growth developed 
in a few female patients. Hypertension did not 
occur. One patient developed catatonia; this 
may have been a coincidence. The authors 
point out that they ‘have met no condition re- 
sponding to cortisone in which maintenance 
dosage is not necessary. In other words, there 
have been no cures’. 


Premenstrual Heart Failure 

IN reporting a case of rheumatic heart disease 
in a thirty-seven-year old woman, in whom 
cyclic episodes of congestive heart failure oc- 
curred during menstruation, M. G. Sherer and 
W. E. R. Greer (New England Journal of 
Medicine, June 28, 1951, 244, 973) discuss the 
etiology of the condition and treatment. The 
congestive heart failure is due to retention of 
fluid and electrolytes during the premenstrual 
period, which puts an extra strain on an already 
overburdened damaged heart. This fluid and 
electrolyte retention results from ‘increased 
adrenocortical activity secondary to a rise in 
ACTH production caused by stimulation of the 
pituitary gland by estrogen-oxidation products’. 
These cestrogen-oxidation products are present 
in large amounts during menstruation and the 
follicular phases of the menstrual cycle, and they 
are known to have marked anterior-pituitary 
stimulating powers. There may also be posterior- 
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pituitary stimulation, as urinary excretion of 
anti-diuretic substance has been reported 
during menstruation. The treatment recom- 
mended consists of restriction of salt intake, 
and the administration of organic mercurial 
diuretics and digitalis. In addition, hormone 
therapy may be helpful, especially in those cases 
complicated by menstrual tension. Progesterone, 
25 mg. daily, may be given for five days, be- 
ginning six to eight days before the onset of 
menstruation. Methyl testosterone, 10 mg. daily 
by mouth, beginning on the fifth to tenth day of 
the cycle and continuing until the onset of 
menstruation, may also be useful. ‘Emphasis is 
laid on the need for being more aware of the 
condition because of the great number of women 
of childbearing age with advanced rheumatic 
heart disease’. 


Aureomycin in Ophthalmology 
SEVENTEEN cases of external ocular infection 
have been treated with aureomycin borate in 
the form of eye drops by R. J. McWilliam and 
T. Wilson (British Journal of Ophthalmology, 
March 1951, 35, 153). The eye drops were 
made as follows :— 


The aureomycin was supplied in the form of a powder 
containing :-—— 
Aureomycin hydrochloride 
Sodium borate 
Sodium chloride 


To this powder is added 5 ml. distilled sterile 
water to make a 0.5 per cent. solution in saline, 
with a pH between 7.5 and 7.8. This solution 
maintains its activity for forty-eight hours. 

Treatment was given every two hours, night 
and day, for three days, into both eyes, whether 
or not both eyes were affected. This was fol- 
lowed by saline drops two-hourly for a similar 
period. No aureomycin was given systemically. 
The cases were chosen because of their 
chronicity and lack of response to routine 
methods of treatment. The results were as 
follows: The four cases of conjunctivitis all 
responded satisfactorily. Of 11 cases of keratitis, 
only one, a case of superficial punctate keratitis, 
responded. One case of marginal corneal dys- 
trophy and one of orbital cellulitis showed no 
response. On an etiological classification, the 
results were as follows :— 


25 mg. 
25 mg. 
625 mg. 





Presumed 
cause 
Re 
Bacterial | | I 
Systemic I 
Virus 6 


Cured | Improved Not 
improved 











No serious toxic effects were noted, but some 
patients complained of smarting when the drops 
were instilled. It is concluded: ‘Analysis of our 
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results does not indicate any great therapeutic 
advantage in the routine use of aureomycin 
borate eye drops over the more usual, less ex- 
pensive, and more readily available remedies 
. . « It does not appear that local aureomycin 
borate has the same beneficial result in virus 
diseases of the cornea as oral aureomycin 
hydrochloride appears to have in generalized 
virus diseases’. 


Prevention of Diodone Reactions 
THE value of an antihistamine preparation (pyri- 
benzamine) in preventing reactions of ‘diodone’ 
(diodrast, N.N.R.) when used for pyelography, 
has been investigated in 211 patients by P. L. 
Getzoff (Journal of Urology, June 1951, 65, 
1139). Positive sensitivity test reactions were 
obtained in 33 of the patients (16 per cent.), 
but in only 3 per cent. of the 141 patients with 
negative allergic histories as compared with 
41 per cent. of the 70 with positive allergic 
histories. In preparing the patients for excretion 
urography the following routine was em- 
ployed:— 

(1) Conjunctiva and intradermal skin tests for sen- 
sitivity to diodone were carried out on the previous day. 

(2) Nothing by mouth after the evening meal until the 
examination was completed the following morning. 

(3) Purgation at bedtime. 

(4) One hour before the examination, pyribenzamine 
was given orally: 50 to 100 mg. (according to weight and 
age) to the control group, i.c., those with negative allergic 
histories and negative sensitivity; 200 mg. to all other 
patients. : ; 

(5) Diodone was injected irtravenously. An initial 1 ml. 
of the solution was given slowly with a tuberculin syringe. 
If after five minutes there was no reaction the remainder 
was given slowly. On the first sign of a reaction the in- 
jection was stopped immediately, and adrenaline or 
ephedrine was given. 

The results were as follows. The third 
column gives the results obtained by Alyea and 
Haines (F. Amer. med. Ass., 1947, 135, 25) in a 
series of 1,675 patients to whom diodone had 
been given—without any antihistamine pre- 


paration. 


INCIDENCE OF GENERAL REACTIONS 





Received 
anti- Alyea & 
histaminic Haines 
drug (no drug 
prophylaxis prophylaxis) 


Cortrol group (nega- 
tive history and 
negative sensitivity 
test reacti2ns) 
Negative allergic his- 
tory; positive sen- 
sitivity test reactions 
Positive allergic his- 
tory; negative sen- 
sitivity test reactions 
Positive allergic his- 
tory; positive sen- 
sitivity test reactions 


None 3-5 per cent. 


None 13.6 per cent 
2 patients 
(5 per cent.) 10 per cent. 

8 patients 


(28 per cent.) 7O per cent. 











There were no fatalities in the series. Severe 
reactions occurred in two patients and both 
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had a history of bronchial asthma. It is stated 
that pyribenzamine was used in this study, not 
necessarily because it was considered the best 
antihistaminic for this purpose, but because it 
was the one used in the early part of the in- 
vestigation, and it was considered unwise to 
switch over to another later in the study. The 
suggestion is made that possibly a higher dose of 
the antihistamine preparation used would be 
preferable. 


Prophylactic Penicillin in 
Dentistry 

A stupy of the value of penicillin in preventing 
bacteriemia following dentral extractions in 65 
patients has been made by A. Merrill et al. 
(Journal of the American Dental Association, 
April 1951, 42, 395). Patients with rheumatic or 
congenital heart disease, or any infectious 
disease which might be accompanied by bac- 
teriamia, were excluded from the study. Patients 
were given 600,000 units of penicillin in oil 
and beeswax intramuscularly three to four hours 
before the extractions, which were done under 
local anzesthesia, and blood for culture was taken 
immediately, ten minutes, and thirty minutes 
after extractions. A group of 65 patients served 
as a control group. Immediately after extraction 
22 patients (34 per cent.) in tae control group 
and 13 (20 per cent.) in the penicillin groups had 
bacteriamia. The comparable figures ten 
minutes after extractions were 14 (22 per cent.) 
in the control group and 10 (15 per cent.) in the 
penicillin group, whilst at thirty minutes the 
findings were 8 (12 per cent.) in the control 
group and 7 (11 per cent.) in the penicillin 
group. This gives a total incidence of bac- 
teriamia of 46 per cent. in the control group and 
37 per cent. in the penicillin group. No correla- 
tion was found between the incidence of 
bacteri#mia and age, sex, race or condition of 
the mouth, but there was a definite correlation 
with the extent and severity of the extraction. 
For instance, no case of bacteriamia occurred 
among the patients with merely removal of 
loose teeth, whereas in those with extractions 
requiring bone surgery the incidence of bac- 
teri#mia was 40 per cent. in the control, but nil 
in the penicillin group. The incidence of 
bacteriamia due to alpha and gamma strepto- 
cocci was 34 per cent. in the control group and 
15 per cent. in the penicillin group. It is con- 
cluded that the best method of penicillin 
prophylaxis is the daily injection of 300,000 
units of procaine penicillin G two days before 
and two days after extraction. ‘As an additional 
precaution, the extractions should be performed 
under local anzsthesia incorporating epine- 
phrine. Manipulation procedures should be 
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kept to an absolute minimum. It would appear 
that there are no precautions necessary re- 
garding the number of teeth that may be ex- 
tracted at one time’. 


The Significance of Rouleau 


Formation 

IN a review of 414 cases in which excessive 
rouleau formation was noted in peripheral blood 
smears, E. D. Bayrd of the Mayo Clinic 
(American Journal of Clinical Pathology, August 
1951, 2%, 777) found that 384 (93 per cent.) had 
‘significant organic disease’. Of this group of 
384 patients, 36 per cent. had neoplasm, 17 per 
cent. infection, 9 per cent. liver disease, 9 per 
cent. collagen disease, and 6 per cent. renal 
disease. There was a direct relationship between 
the sedimentation rate and increased rouleau 
formation: e.g., among 45 cases with marked 
rouleau formation only 8.8 per cent. of sedi- 
mentation rates were less than 100 mm. per 
hour (Westergren), compared with the group of 
39 cases with only slight rouleau formation, of 
which go per cent. had sedimentation rates of 
less than 100. Although there was a tendency for 
the albumin-globulin ratio to fall below normal, 
in more than a quarter of the cases the ratio was 
within the normal range. On the evidence it is 
concluded that ‘the simultaneous occurrence of 
appreciable myeloid immaturity and excessive 
rouleau formation is presumptive evidence for 
underlying neoplasm, but against leukemia. 
When macrocytosis was noted with associated 
high grade rouleau formation, hepatic disease 
was present’. 


Thrombin in Treatment of 


Ulceration of the Mouth 

L. Rovuques (Presse Médicale, July 7, 1951, 59, 
979) discusses the results, recorded by Védrine, 
Bernheim and Asch (Strasbourg Médicol, 1950, 
1, 533), of the use of thrombin in the treatment 
of severe ulceration of the mouth. Five cases 
were treated: one a woman of fifty-three had a 
large ulcer at the site of the lower left first 
molar which failed to respond to treatment and 
increased in size and depth. Powdered thrombin 
was then applied, and the following day the 
pain had considerably decreased. After five 
applications there was complete healing of the 
ulcer. In another case in a man of seventy com- 
plete healing of a refractory buccal ulcer was 
obtained by local applications of thrombin 
powder twice daily for three days. In the other 
cases thrombin powder was used successfully 
for the treatment of sloughing areas in the 
mouth, one after removal of a benign tumour. 
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REVIEWS OF BOOKS 


Relief of Pain in Childbirth. By W. C. W. 
NIXON, M.D., F.R.C.S., F.R.C.0.G., and 
Suita G. RANSOM, M.R.C.S., L.R.C.P., 
p.A. London: Cassell & Co. Ltd., 1951. 
Pp. viii and 109. Figures 14. Price 
78. 6d. 

Tuts excellent small handbook is written 
especially for the general practitioner, but 
midwives, students, and even obstetric con- 
sultants will derive profit from a perusal of its 
pages. The value of antenatal preparation for 
labour by the encouragement of mental and 
physical relaxation is stressed in its relation to 
relief of pain, and in this respect the authors 
make no fantastic claims and conform to en- 
lightened orthodox medical opinion. All the 
recognized analgesic agents and methods of 
administration are clearly portrayed, both in 
normal and in abnormal labour, and there is a 
useful end chapter on resuscitation of the new- 
born. This is especially necessary when sedation 
has been heavy. Every general practitioner 
engaged in obstetric practice should know this 
book. 


Medical Disorders of Pregnancy. By 
Various AuTHorS. Eprrep By STANLEY 
CLAYTON, M.D., M.S., F.R.C.S., F.R.C.0.G., 
and SAMUEL ORAM, M.D., F.R.C.P. Lon- 
don: J. & A. Churchill Ltd., 1951. 
Pp. ix and 341. Figures 28. Price 25s. 

Tus book begins with a good account of the 
basic changes in a woman’s physiology during 
pregnancy. The subsequent ten _ chapters 
describe all the medical disorders of pregnancy. 
They are all good, and especially those on 
albuminuria and on neurological and psychiatric 
aspects. Some paragraphs on treatment, how- 
ever, are disappointingly brief. Glucose and 
calcium are the only drugs recommended for 
acute hepatic necrosis, although there are good 
grounds now for using transfusion of blood and 
certain amino-acids, and for giving vitamin B 
complex and tocopherol. Such deficiencies are 
offset by the full list of references at the end of 
each section. This book should be on the shelf 
of every obstetrician who may be called to 
treat women during pregnancy. 


Systemic Ophthalmology. Epitep BY 
ARNOLD SorsByY, M.D., F.R.C.S. London: 
Butterworth & Co. (Publishers) Ltd., 
1951. Pp. xiv and 712; index 21. Figures 
309; plates 38, in colour. Price 84s. 

THE essayists contributing chapters to this book 

have been marshalled into six divisions. The 


constituent parts are prenatal pathogenic in- 
fluences; inflammation, allergic reactions and 
infections; nutritional, metabolic and endocrine 
disturbances; central nervous system; cardio- 
vascular and hemopoietic systems; and other 
general disturbances. A certain amount of over- 
lapping is inevitable, but the contributors have 
employed their allotted space with great success. 
The book is illustrated in a most lavish manner, 
but will be of more interest to the consultant 
than to the general practitioner. A selected 
bibliography is appended to the end of each 
chapter which will enable the reader to pursue 
the more recondite syndromes further, should 
he so desire. A compilation of this kind serves 
as an interesting intermediary between the 
standard texts and the specialized monographs, 
and the editor is to be congratulated upon the 
balanced efficiency of his team. 


Somatic and Psychiatric Treatment of 
Asthma. Epitep BY Haro_p A. ABRAM- 
SON, M.D. Baltimore: The Williams & 
Wilkins Company; London: Bailliére, 
Tindall & Cox, 1951. Pp. xiv and 751. 
Figures 96. Price 84s. 

In this book Dr. Abramson and his thirty-four 

contributors have surveyed the whole field of 

bronchial asthma. The chief emphasis is on the 
necessity for the total approach, and the editor 
is at great pains to insist that psychiatrists should 
know something about allergy, and allergists 
something about psychiatry. The somatic treat- 
ment of the syndrome in children is dealt with 
by Bret Ratner, and there is a chapter on the 
psychological aspect of the problem by Hyman 

Miller and Dorothy Baruch. These authors on 

the theory of the ‘rejected child’, produce con- 

vincing explanations of the well-known clinical 
facts that asthmatic children often have ab- 
normal family backgrounds, and nearly always 

suffer from parental over-fussiness. There is a 

chapter on the treatment of asthma by cortisone 

and ACTH, and very good results are reported 

—far more dramatic than in the few cases 

similarly treated by the reviewer. The book is 

attractively produced, has good references, and 
the English is much less prolix than is usual in 

American publications. 


Electroencephalography in Clinical Prac- 
tice. By Ropert S. Scuwas. Phila- 
delphia and London: W. B. Saunders 
Company, 1951. Pp. x and 195. Figures 
106. Price 32s. 6d. 

A Book of this kind written largely for the 

clinician is long overdue. For he cannot sur- 
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render responsibility for diagnosis to a tech- 
nician or even to a medical specialist in the 
laboratory. If, however, he wants to be equal to 
the task of integrating information from the 
electroencephalograph with other data to estab- 
lish a diagnosis, he must learn to assess the 
significance of the commoner electroencephalo- 
graphic findings. This book will make his burden 
light; the essentials of the subject are outlined in 
simple terms. Chapters on criteria of ab- 
normality, epilepsy and neurology are brief yet 
lucid and informative. Given a knowledge of 
elementary physics, the technical chapter makes 
easy reading, as does also the account of the 
neurophysiological background. Here it should 
perhaps have been indicated that at present 
attempts to bridge the gulf between action 
potentials in axones and the rhythmic pulsa- 
tions in the cerebrum involve speculation. Only 
the chapter on psychiatry disappoints; more 
might have been made of existing knowledge 
and perspectives in this field. Dr. Schwab has 
resisted the temptation of exaggerating the re- 
finement of the electroencephalogram; for 
despite the rapid advances of recent years, it 
provides as yet only a crude picture of cerebral 
function. He is to be congratulated on filling 
successfully a serious gap in the literature. 


The Treatment of Varicose Veins and their 
Complications. By Stantey M. RIVvLIN, 
M.R.C.S., L.R.c.P. London: Wm. Heine- 
mann (Medical Books) Ltd., 1951. Pp. 
viii and 56. Figures 25 and 5 plates. 
Price tos. 6d. 

Tuts book is an amplification of the monograph 
which won the annual competition of the 
Hunterian Society. Mr. Rivlin does not claim to 
advance any new views on the etiology or treat- 
ment of varicose veins, but he has set down 
standard teaching and practice clearly and con- 
cisely. An excellent series of diagrams and 
photographs explains the text, and tells more 
than any number of pages of description could 
do, and tells it better. To have covered the 
subjects so completely in fifty-three pages is 
indeed an achievement on which the author is 
to be congratulated. This is a book to buy. 


Studies of Undernutrition, Wuppertal, 1946- 
49. By MEMBERS OF THE DEPARTMENT 
OF EXPERIMENTAL MEDICINE, CAaM- 
BRIDGE, AND ASSCCIATED WORKERS. Spec. 
Rep. Ser. Med. Res. Coun., No. 275. 
London: H.M. Stationery Office, 1951. 
Pp. xiv and 404. Figures 64 and 62 plates. 
Price 12s. 6d. 

A CAMBRIDGE team, under the direction of 

Professor R. A. McCance, and financed by the 
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Medical Research Council, set up a unit in 
Wuppertal, a town on a tributary of the Rhine 
with half a million inhabitants, which had been 
badly damaged by bombing. As in many other 
similar German towns, the people were very 
hungry and there was much undernutrition but 
no serious starvation. This report includes 29 
separate papers dealing with various aspects— 
clinical, social, physiological, psychological and 
biochemical—of a hungry population. The 
quality of the work is of a high order, and the 
report can be recommended as an authoritative 
presentation of the many medical problems to be 
found in chronic undernutrition. 


Tobacco and The Cardiovascular System. 
By Grace M. Roru, Px.p. Springfield, 
Illinois: Charles C Thomas; Oxford: 
Blackwell Scientific Publications, Ltd., 
1951. Pp. 66. Figures 8. Price 16s. 6d. 

Tus interesting little monograph provides a 
useful summary of the effects of smoking and of 
nicotine on the cardiovascular system. It is 
based mainly upon the author’s own experi- 
ments on volunteers at the Mayo Clinic. The 
conclusions reached are that the smoking of 
tobacco is ‘most likely a contributory factor and 
not a primarily etiologic one in the production 
of cardiovascular disease’. Smoking produces a 
rise in blood pressure, an increase in pulse rate, 
and contraction of the peripheral blood vessels 
of the extremities. Habitual smokers do not 
develop a tolerance to tobacco which protects 
them from these effects. Evidence is adduced to 
show that these vascular effects are produced by 
nicotine. T'wo interesting practical points ensue 
from data presented. The first is that although 
decreasing the amount of nicotine in cigarettes 
reduces the cardiovascular effects, ‘the amount 
of nicotine in the available denicotinized 
cigarettes is not sufficiently decreased to protect 
against the effect of smoking them’. The other is 
that ‘drinking a cocktail will not necessarily 
nullify the effect of smoking’. 


The Unconscious Significance of Hair. By 
CHARLES BERG, M.D., D.P.M. London: 
George Allen & Unwin Ltd., 1951. 
Pp. vi and 106. Price 15s. 

Tuts is a book which assumes the whole 

Freudian explanation of human behaviour. It 

links up hair on whatever part of the body, 

shaving and wigs (pace Mr. Bevan) with in- 
direct sexual activities. The author hoped that 
by showing how much of our conduct as regards 
hair is conventional yet emotional, we may be 
ready to recognize how commonly irrational 
motives enter into other examples of ‘normal’ 
conduct. We must all be interested in Dr. 
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Berg’s problems, but this slight book is unlikely 
to command concentrated attention outside 
Freudian circles. 


Handbook of Diseases of the Blood. By A. 
PINEY, M.D., M.R.C.P. London: Harvey 
and Blythe, Ltd. 1951. Pp. x and 213. 

11, and 4 coloured plates. 


Figures 

Price 215. 
In his preface and introduction Dr. Piney 
deplores the modern tendency to assign hama- 
tology to the province of the clinical pathologist, 
and hopes that this book, which stresses the 
clinical aspects of blood diseases, may play some 
part in reversing this tendency. This view is 
shared by the reviewer, who regrets, however, 
that he does not feel very sanguine that the book 
will be successful in achieving its mission. Its 
perusal may stimulate an interest in the subject; 
but to the physician desiring to equip himself 
to undertake the diagnosis and treatment of 
patients suffering from diseases of the blood it 
cannot be recommended as an adequate or even 
reliable guide. 


Arszneitherapie der Herzkrankheiten. By 
HANs-JURGEN ObktreL. Stuttgart: Georg 
Thieme Verlag, 1951. Pp. xi and 253. 
Figures 14. Price DM. 27. 

Tue first half of this book deals with the 
chemical formule and pharmacology of the 
various medicinal remedies used in the treat- 
ment of cardiovascular disease, and the second 
half describes for each ailment its appropriate 
therapy. The advantages of such a deliberate 
division of the subject outweigh the obvious 
disadvantage of some repetition. The first part 
is clearly written and is factual, but the second 
is impoverished by the inclusion of so many 
remedies, a procedure which prevents a rightful 
emphasis of the one universally accepted as 
likely to give the best therapeutic results. The 
book is well written and naturally contains few 
illustrations; it merits a place in every medical 
library. 


NEW EDITIONS 


Clinical Practice in Infectious Diseases, by 
E. H. R. Harries, M.p., F.R.c.P., and M. Mitman, 
M.D., F.R.C.P., in its fourth edition (E. & S. 
Livingstone Ltd., 30s.) contains a most useful 
chapter on chemotherapy in which the sul- 
phonamides, indications for their use, dosage 
and administration, after-effects, and manage- 
ment of the patient while receiving the drugs 
are described in detail. The same procedure is 
adopted for the antibiotics, and the use of com- 
bined sulphonamide and antibiotic therapy. 


Among new features is an extended section on 
congenital abnormalities and stillbirth as results 
of rubella in the mother, and the authors stress 
the advantage for girls to contract the disease 
during school years. A number of new illustra- 
tions, many in colour, have been added to the 
new edition, which has been prepared in col- 
laboration with Dr. Ian Taylor. 


Principles and Practice of Obstetrics, by Joseph B. 
DeLee, M.D., revised by J. P. Greenhill, m.p., 
in its tenth edition (W. B. Saunders Company, 
6os.). There are many good textbooks of 
obstetrics, but few great ones. In its tenth 
edition, ‘Principles and Practice’ remains the 
doyen of the library. If circumstances rationed 
the reviewer to only one book on obstetrics, 
Greenhill’s revised edition of DeLee’s master- 
piece would be his choice. For general prac- 
titioner and for specialist, for consultant old or 
new, it is a remarkably satisfying book, and the 
fact that its appeal is so wide gives testimony 
to its value. The new edition has been com- 
pletely revised with that skill and thoroughness 
which is characteristic of Dr. Greenhill. He has, 
as on previous occasions, enlisted the help of an 
expert team to advise on erythroblastosis, 
puerperal venous complications, saddle block 
anzsthesia, obstetric psychology, and other 
special problems. Reference is also made for the 
first time to interesting research work on the 
human placenta conducted by Dr. Kermit 
Krantz. As a result of discussions between Dr. 
Greenhill and his colleagues, Drs. Eastman, 
Titus and McCormick, all of whom are authors 
of textbooks on obstetrics, there is in the new 
edition a simplification of definitions and 
classifications, as for example in antepartum 
hemorrhage and toxemia, which will commend 
itself to all readers. 


The Early Diagnosis of the Acute Abdomen, by 
Zachary Cope, M.D., M.S., F.R.C.S., in its tenth 
edition (Oxford University Press, 15s.) has not 
been submitted to extensive revision, although 
additions have been made here and there to 
bring the teaching up to date. The work is a 
classic, and so does not call for detailed criticism, 
but the fact that ten editions and nine im- 
pressions have been necessary since its first 
appearance in 1921, demonstrates the value of 
the work as a guide to diagnosis of acute 
abdominal conditions. 


The contents of the December issue, which will contain a 
symposium on ‘Upper Respiratory Infections’, will be 
found on page Ixviii at the end of the advertisement 
section. 


Notes and Preparations, see page 567. 
Fifty Years Ago, see page §7!. 
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UREOMYCIN 


HYDROCHLORIDE 


4 
Aureomycin is to-day the Crystalline 


elective drug throughout the 
world for most bacterial, rickett- 
sial, and certain virus-like infec- ( Wa y, 
tions. It has been reported to be Le AETE 
effective for the control of the follow- 
ing infections : 
Acute intestinal amoebiasis, bacterial infec- 
tions associated with virus influenza, bacterial 
and virus-like infections of the eye, bacteroides 
septicemia, boutonneuse fever, brucellosis, chan- 
croid, Friedlander infections (Klebsiella pneumonia), 
Gram-negative infections (including those caused by 
some of the coli-erogenes group), Gram-positive infec- 
tions (including those caused by streptococci, staphylo- 
cocci, and pneumococci), gonorrheea, granuloma 
inguinale, H. influenze infections, lymphogranu- 
loma venereum, peritonitis, pertussis infections 
(acute and subacute), primary atypical pneu- 
monia, psittacosis (parrot fever), Q fever, 
rickettsialpox, Rocky Mountain spotted 
fever, sinusitis, subacute bacterial 
endocarditis resistant to penicillin, 
tickbite fever (African), trachoma, Packanes: 
tularemia, and typhus. It is also : . 
useful as an adjunct to ade- Capentes, bottles of 25 
° and 100, 50 mg. each 
quate surgery in a wide var- 
iety of surgical infections and bottles of 16 and 
: 100, 250 mg. each. 
and for the treatment 
of the common 
infections of the 
uterus and 
adnexa, 


Aureomycin is 
manufactured in England by 


LEDERLE LABORATORIES DIVISION 


BUSH HOUSE, ALOWYCH, LONDON, W.C.2 TEMPLE BAR 5411 

















THE PRACTITIONER 











“ NEW ADVANCE 


in sex hormone therapy 


Mixogen is the new Organon preparation 
presenting the male and female hormones 
physiologically balanced in one tablet for the 
treatment of all signs and symptoms of de- 
clining sex hormone function in either sex. 
The synergistic combination of these 
B.P. substances confers beneficial results 
greatly exceeding any cbtainable with 

much larger doses of either of the com- 

ponents alone, without the unwanted 

effects often associated with one- 

sided sex hormone therapy. The 
remarkable sense of renewed 

mental and physical vitality 

is a notable feature of the 


treatment 


The tablets are FREELY 
PRESCRIBABLE UNDER 
THE N.H.S. 


Mi XOGEN contains 0.0044 


TE _cthinvlastrodiol 8 Ped Male and Female Hormones in | tablet 


mg. methyltestosterone B.P 
n each tablet 


In Perspex tubes of 25 tablets and in bottles of 100, 250 and 500. 


yy Full Literature and Bibliography on request. 


RGANON LABORATORIES LTD TEMple Bar 6785-6-7 
BRETTENHAM HOUSE, LONDON, W.C.2 TEMple Bar 9251-2 





NOTES AND PREPARATIONS 


NEW PREPARATIONS 
COoLLUMINA is a pleasantly flavoured liquid pre- 
paration containing 5 to 6 per cent. aluminium 
hydroxide. It is also issued in powder form and 
in tablets. The primary indication for the use of 
‘collumina’ is in the treatment of peptic ulcer, 
but it may be employed in ulcerative 
colitis, flatulence, hyperacidity, and 
enteritis. The suspension is issued in bottles of 
8 and 8o fluid ounces; the powder in bottles of 
50 and 250 grammes; and the tablets in con- 
tainers of 25, 100 and soo. In order to provide 
a sedative action in conjunction with the 
aluminium hydroxide, COLLUMINA COMPOUND 
Tasiets have been prepared. Each tablet con- 


also 
pyrosis 


tains aluminium hydroxide, 5 grains (0.32 g.), 
phenobarbitone, } grain (0.016 g.), and atropine 
sulphate, 1/500 grain (0.13 mg.). Issued in 
cartons of 24 and 100 tablets, and in containers 
of 500 tablets. (Evans Medical Supplies Ltd., 
Speke, Liverpool, 19.) 


F ‘gg’ contains the two unsaturated fatty acids, 
linoleic acid C,gH 3,04, 2/3, and linolenic acid 
Ci gH3,0¢, 1/3. It has been prepared for use in 
the treatment of eczema, furunculosis, varicose 
and infantile eczema, to 
content of un- 


ulcers, 
supplement the 
saturated fatty acids in the blood-serum lipoids 
which may be a contributory factor in the 
etiology. Issued in the form of capsules con- 
taining 0.4 g. linoleic-linolenic acids, in boxes of 
20 and jars of 90, and in ointment form (lino- 
leic-linolenic acids 2 per cent. in special base) 
18-ounce jars. (International 
Old Town, London, 


psoriasis, 
decreased 


and 


Ltd., 18 


in 2-ounce 
Laboratories 


S.W.4.) 


‘LEVOPHED’ is I|-nor-adrenaline (l-arterenol), a 
powerful pressor substance for administration 
by intravenous drip for raising and maintaining 
blood pressure in acute surgical and non- 
surgical hypotension, central vasomotor de- 
pression, and haemorrhage. The action of 
‘levophed’ is almost immediate, and the blood 
pressure can be controlled by adjusting the rate 
of flow. Being an over-all vasoconstrictor, 
‘levophed’ is said to cause little or no change in 
the cardiac output, and the pulse remains 
strong and regular. Issued in ampoules of 4 ml. 
(1:1000 solution) for further dilution. (Bayer 
Products Ltd., Africa House, Kingsway, 
London, W.C.2.) 


‘LuTOFORM’ (progestin B.D.H. in aqueous 
suspension), a suspension of progesterone B.P., 
has been prepared for use in the treatment of 
habitual and threatened abortion, after-pains, 
dysmenorrheea, menorrhagia, metrorrhagia, and 


tonic uterine contraction. Issued in ampoules of 
1 ml., containing 5 mg. (5 i.u.), 10 mg. (10 
i.u.), and 25 mg. (25 i.u.), in boxes of 6 and 
25. (British Drug Houses Ltd., Graham Street, 
London, N.1.) 


MonarGAN tablets (Evans) each contain 0.25 


of acetarsol, with boric acid and carbohydrate. 
Their use is indicated in the local treatment of 
Trichomonas vaginalis, and they are stated to 
dissolve easily in the vagina! secretion. Issued in 
containers of 25, 100 and 500 tablets. (Evans 
Medical Supplies Ltd., Speke, Liverpool, 19.) 


‘CEsTROFORM’ AQUEOUS is a suspension of 
monobenzoate B.P., in a standard 
aqueous solution. It has been prepared for use 
in the treatment of amenorrhcea, menopausal 
disorders, dysmenorrhea, sterility, uterine in- 
ertia, missed abortion, inhibition of lactation, 
functional nervous disordeis, and _ pruritus 
vulve. Issued in ampoules of 1 mg. (10,000 
international benzoate units), 2 mg. (20,000 
international benzoate units), and 5 mg. 
(50,000 international benzoate units), in boxes 
of 6 and 2s. (British Drug Houses Ltd., 
Graham Street, London, N.1.) 


cestradiol 


PREGNENOLONE, a steroid hormone for use in 
the treatment of rheumatoid arthritis, chronic 
rheumatism, chronic progressive polyarthritis, 
and spondylarthritis, is supplied in the form of 
glossettes, each containing 100 mg. of preg- 
nenolone acetate, for oral administration. It is 
claimed that the activity by the oral route is 
equal to, and probably higher than, that by the 
parenteral route, that there is complete lack of 
toxicity, no action on the carbohydrate meta- 
bolism, and no retention of sodium and water. 
in boxes of 10, and bottles of 100, 
glossettes. (Roussel Laboratories Ltd., 847 
Harrow Road, London, N.W.10.) 


Issued 


“TESTAFORM’ is testosterone propionate B.P. in 
saturated aqueous solution. In the male, its use 
is indicated in the treatment of eunuchoidism, 
hypogonadism, impotence, prostatic enlarge- 
ment, climacteric sy mptoms, premature senility, 
and in angina pectoris. In the female, ‘testa- 
form’ may be employed in the treatment of 
irregular bleeding, metrorrhagia, chronic mas- 
titis and mastodynia, frigidity, and inoperable 
mammary carcinoma. Issued in ampoules of » 
ml. containing 5 mg., 10 mg., and 25 mg., in 
boxes of 6 and 25, and in 1 ml. ampoules con- 
taining 50 and 100 mg., in boxes of 3 and 12. 
(British Drug Ltd., Graham Street, 
London, N.1.) 


Houses 
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NEW APPARATUS 

ANATOMICAL Mopets For MEpicaL TRAINING. 

New models for use in medical training, 
made in cast latex compound, flexible and un- 
breakable, have been produced. ‘Blood Circula- 
tion of the Feetal Child’ is a one-piece model in 
two parts showing the blood circulation of the 
feetus and also the fatal heart. Other models 
available include the ‘Sculptured Skeleton’, 
made of durable synthetic material and fully 
articulated, the ‘Miniature Skeleton’, a table 
model articulated at the main joints, and the 
‘Skull’, with removable vertex and mandible. 
A complete catalogue of all the E.S. plastic 
models is available on application. (Educational 
and Scientific Plastics Ltd., 392a Lendon 
Road, Croydon, Surrey.) 


ROYAL MEDICAL BENEVOLENT FUND 
CHRISTMAS GIFTS APPEAL 

IN his letter this year the President of the 

Royal Medical Benevolent Fund, Lord Webb- 

Johnson, writes :— 


‘I appeal to members of the Medical Profession, 
whether subscribers or not, to send donations to the 
Christmas Gifts Fund for beneficiaries of the Royal 
Medical Benevolent Fund. The Committee generally try 
to send a present of {5 to each beneficiary. | therefore hope 
that there will be a generous response to this appeal 
Christmas gifts have a very deep and special significance, 
for they make the beneficiaries realize that they are being 
remembered by their more fortunate colleagues. In the 
present difficult times Christmas gifts are more urgently 
needed than ever before’ 


Contributions should be sent to the Secretary 
of the Royal Benevolent Fund, 1 Balliol House, 
Manor Fields, Putney, London, S.W.15, and 
marked ‘Christmas Gifts’. 

The 115th Annual Report for the year 1950 
records the useful work done by this organiza- 
tion in giving financial help to distressed 
members of the medical profession, their wives, 
widows, and children. The distribution of 
£36,425 in grants and annuities was the largest 
ever made in the history of the Fund. 


NAPT CHRISTMAS SEALS 

Tue National Association for the Prevention of 
Tuberculosis is issuing seventy million Christ- 
mas Seals, as against the fifty million sold last 
year, to help maintain its work 

for the prevention of tubercu- 

losis and the welfare of tub- 

erculous patients. The 1951 

seal, designed by a patient and 

printed in England, depicts 

Father Christmas in his 

sledge, which is drawn by a somewhat unorth- 
eodox but charming reindeer. Each seal bears the 
double-barred Red Cross, international symbol 
of the fight against tuberculosis. The cost of the 
seals is 4s. per 100, and they are obtainable from 
the Duchess of Portland, Chairman, NAPT, 
Tavistock House North, London, W.C.1. 


NEW MEDICAL DIRECTOR-GENERAL 
OF THE ROYAL NAVY 
SURGEON REAR-ApMiIRAL K, A. I. MACKENZIE, 
C.B., B.M., B.CH., K.H.P., will be promoted 
Surgeon Vice-Admiral and will succeed Surgeon 
Vice-Admiral Sir C. Edward Greeson, K.B.E., 
as Medical Director-General of the Royal 

Navy, in March 1952. 


ROYAL ARMY MEDICAL COLLEGE 
LECTURES 

Tue Royal Army Medical College has arranged 
an attractive programme of lectures for the 
session October 1951 to May 1952, which will 
interest both Service and civilian practitioners. 
The lecturers include Mr. James Laver, Dr. 
Andrew Topping, Sir Cecil Wakeley, Dr. 
Russell Brain, Dr. Evan Bedford, Prof. M. L. 
Rosenheim, Mr. St. John Dudley Buxton, and 
Dr. J. G. Scadding. The lectures are given at 
5 p.m. and are open to all members of the 
medical profession. Admission is free. (Syllabus 
obtainable from the Commandant, Royal Army 
Medical College, Millbank, London, S.W.1.) 


B.M.A. SCHOLARSHIPS 
Tue Council of the British Medical Association 
is prepared to receive applications for the 
following research scholarships :-— 

An Ernest Hart Memorial Scholarship, of 
the value of £250. 

A Walter Dixon Scholarship, of the value of 
£250. 

Four Research Scholarships, each of the 
value of £200. 

Each scholarship is tenable for one year, 
beginning on October 1, 1052. Applications 
should be made not later than March 31, 1952, 
on the prescribed form obtainable from the 
Secretary, British Medical Association, B.M.A. 
House, Tavistock Square, London, W.C.1. 


MOTORING BOOTS FOR DOCTORS 
A NEw range of sheepskin-lined ankle boots for 
men has been placed on the market by Messrs. 
Manfield. The boots are of three types: (1) an 
ankle boot with zip fastener, stout corrugated 
sole and protective mudguard, in brown or 
black suede, sizes 6-11, price 79s.; (2) a brown 
grain 44” zip fastener ankle boot, with Itshide 
rubber sole and heel, in half sizes 6-11, price 
87s. 6d.; and a black calf, three-hole chukka 
boot, for town wear, in half sizes 6-11, price 
98s. All three models are sheepskin-lined 
throughout. Practitioners who have to travel 
much by car will doubtless be interested in 
these boots, which are claimed to provide the 
necessary warmth and protection for the feet 
without interfering with the control of clutch, 
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An advance in Salicylate Therapy 


SALICYLAMIDE 
H.P.L. 


A recent survey suggests sufficient 
evidence has now accumulated to 
show that Salicylamide is probably 
preferable to other salicylates in the 
treatment of rheumatic conditions. 
Experimental work carried out abroad 
and in these laboratories shows 
Salicylamide to be less toxic and 
a more effective analgesic. 





The pure substance is available in tablet 
form, each tablet containing 0.5g. 


Packings of 100 and 500 tablets. 


<EPD> 


Sample and literature available from the makers 


HERTS PHARMACEUTICALS LTD. 
WELWYN GARDEN CITY HERTS 
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brake or accelerator pedals. (Manfield & Sons 
Ltd., 170 Regent Street, London, W.1, and 
subsidiary branches.) 


PUBLICATIONS 

The B.M.A. Book of Medical Scholarships lists 
in one volume all scholarships and financial 
awards available in Great Britain and Northern 
Ireland for medical study and research. It has 
been compiled by the British Medical Associa- 
tion with the cooperation of the universities and 
medical schools. In addition t« larships for 
medical study, other State and local authority 
grants are included. The book is arranged in 
three sections: State and local authority grants 
and school-leaving scholarships; undergraduate 
and postgraduate scholarships, bursaries and 
awards at medical schools and universities; 
postgraduate awards for study and research in 
medicine. A useful feature is an alphabetical 
subject classification of postgraduate awards, 
their titles, and the names of the awarding 
bodies. This book, which is well compiled and 
produced, will be of considerable value to 
teachers and parents, and to those requiring 
financial aid for medical and other studies. 
(British Medical Association, Publications De- 
partment, Tavistock House, London, W.C.1, 
price 10s.) 


King Edward’s Hospital Fund for London.— 
The 54th annual report for 1950, covering the 
third year of the National Health Service, 
emphasizes that, though the great majority of 
the London hospitals are now within the state 
service, ‘the assumption of responsibility by the 
state does not mean that all needs are auto- 
matically met, and many very desirable things 
have to wait their turn’. The Fund's grants 
have been largely devoted to helping with the 
provision of ‘amenities’ to patients and staff in 
hospitals within and outside the National 
Health Service. The list of grants to independent 
hospitals includes several on a more generous 
scale than the Fund could normally make. Solid 
progress was made during 1950 with providing 
homes for the aged sick. A heavy increase is 
reported in the work carried out by the emer- 
gency bed service. A Staff College has been 
established in Bayswater, ‘where the whole 
subject of hospital administration in its widest 
sense may receive the systematic attention which 
its importance warrants’, and a School of 
Hospital Catering was opened in May 
(10 Old Jewry, London, E.C.2.) 


1951. 


Ethylene and Propylene Glycols, by John Rae, 
M.P.S., is a useful collection of articles originally 
published in the Pharmaceutical Journal and the 
Quarterly Journal of Pharmacy and Pharma- 


cology. These glycols have become increasingly 
important during recent years, and propylene 
xlycol is now official in the U.S.P. XIV, 1950, 
and is the subject of a monograph in the B.P.C. 
1949. This little booklet provides a_ useful 
summary of their properties. As the author 
points ‘the one outstanding feature’ 
demonstrated by his experiments is ‘the 
stability of the products when these glycols have 
been used as solvents’. (The Pharmaceutical 
Press, 17 Bloomsbury Square, London, W.C.1, 
price 2s. 6d. post free.) 


out, 


Exercises after Childbirth. By Gertrude Behn, 
M.c.P.S. In this littke monograph the author 
describes the scheme of postnatal exercises in 
use in the Maternity Department at the New- 
castle General Hospital. The booklet has been 
written primarily for those women who are 
delivered at home, and the exercises are illus- 
trated and full instructions for their efficient 
carrying out given. Emphasis is placed on the 
importance of deep breathing, and of natural 
breathing during the performance of the 
exercises. In the foreword Mr. Linton Snaith 
stresses the value of this physical rehabilitation 
after childbirth, not only for the eftect on the 
relaxed muscles and tissues, but also on the 
general well-being of the patient. (E. & S. 
Livingstone Ltd., price 3s.) 


Spotlights on a Year of Significance.—A Report 
of the Year in the Christian Medical College, 
Vellore, South India, by Dr. Frank Lake, 
records among the events of the year the grant 
of permanent affiliation by the Syndicate of the 
University of Madras and the recognition of the 
College for postgraduate training for the M.D. 
and M.S. The School of Nursing has become 
one of the most highly respected in India. Dr. 
T. Howard Somervell, of Everest fame, has 
returned to Vellore for another two years of 
service. The annual reunion of The Friends of 
Vellore took place at Caxton Hall, Westminster, 
on October 10, under the chairmanship of Sir 
Henry Holland, when a coloured film, ‘ Ad- 
venture of Faith’, was shown. (The Friends of 
Vellore, Annandale, North End Road, London, 
N.W.11.) 


OFFICIAL PUBLICATION 
Artificial Limbs—The Fourth and Fifth Re- 
ports of the Ministry of Pensions’ Standing 
Advisory Committee on Artificial Limbs give 
a detailed account of the activities of the Re- 
search Department and examine some hundreds 
of suggestions for improving artificial limbs and 
prosthetic appliances, received from disabled 
and various 

Stationery 


associa- 


persons, manufacturers, 
Office, 


tions. (London: H.M. 
price 9d.) 
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Effective 

oral treatment 
for peripheral 
vascular disorders 


TOLAZOLINE HYDROCHLORIDE- 
BOOTS is a sympatholytic and 
adrenolytic compound exerting a 
vasodilator effect, chiefly on the 
peripheral arteries and arterioles. 
It is indicated in the treatment of 
intermittent claudication, Buer- 
ger’s disease, peripheral vascular 


disease associated with diabetes, 
Raynaud’s’ disease, thrombo- 
phlebitis, chilblains. 

Tolazoline Hydrochloride-Boots 
is supplied as tablets for oral 
administration and also as a ster- 
ile solution for intramuscular or 
intravenous injection. 


Available as Injection. 10mg. per ml. Box of 6x 1 mi 


ampoules, or Tablets of 25 mg 


Bottles of 100 or 250 


TOLAZOLINE 
HYDROCHLORIDE-BOOTS 


2-Benzyliminazoline Hydrochloride 


Literature and further information from the Medical Dept. 
BOOTS PURE DRUG COMPANY LIMITED, 


NOTTINGHAM, ENGLAND 
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THE PRACTITIONER 
fifty Bears Ago 


‘There is something to be said for failures—they are usually broad-minded’. 


NOVEMBER, 


Tue Editor, Sir Malcolm Morris, recently paid 
a visit to the United States of America for the 
immediate purpose of delivering the Lane lec- 
tures at the Cooper Medical College, San Fran- 
cisco. The first of these was given in 1896 by 
Sir William Macewen, who was followed by 
Christopher Heath, Sir Clifford Allbutt, Nicholas 
Senn, and Sir Michael Foster. (‘With one ex- 
ception, therefore, all the Lane lecturers so far 
have been Britishers’.) ‘Fear not, gentle reader’ 
the Editor announces, ‘he has no intention of in- 
flicting on you an account of his travels. But he 
may perhaps be allowed to give his impressions 
on one or two points’ 

Among the most vivid of these was ‘the vigour 
and enthusiasm with medical science 
in all directions is cultivated both in the 
Cooper Medical College and in the University 
. Every one appeared to be 


which 


of San Francisco . 
working at the highest pressure and with an 
intensity of purpose which made a European 
observer feel that Professor Osler’s dream, that 
ardent Old World 
“as o'er a 


at the end of this century 
students may go to the other side 
brook’’, seeking inspiration from great masters, 
may easily be fulfilled’. Among the less pleasant 
features of American life first place is given to 
the ‘yellow’ journal, ‘the effect of which on the 
mind may most fitly be compared to that of bad 
whisky on the body. Some years ago learned 
professors used to make our flesh creep by 
alarming pictures of the “‘yellow peril” . . . But 
there is a “‘yellow peril’ of another kind with 
which we are threatened, and this comes not 
from China, but from America. Our newspapers 
of the baser sort deal in cheap sensationalism, 
reckless personalities, and even fictitious ‘‘inter- 
views”’ almost as freely as the most unscrupulous 
of American yellow journals In a yellow 
newspaper which it is needless to name an entire 
page was recently devoted to an article with the 
startling heading, ““To King Edward's 
Voice’. The reader’s curiosity is further stimu- 
lated by the sub-heading, ‘““What An Eminent 
Laryngologist Says about King 
Edward’s Throat’’. It appears that J. Leffing- 
well Hatch, B.Sc., M.D., F.R.M.S.(Lond.), 
late Professor of Laryngology in the New York 
Clinical School of Medicine, during the recent 
International Congress on Tuberculosis, was 


Save 


American 


Arnold Bennett. 
1901 


personally introduced to the King. ““The King 
of England”, reported the Eminent Laryn- 
gologist, “like most of his subjects, speaks very 
quietly, but I was astonished to notice the dull 
and muffled character of his voice . . . I felt sure 
at the time that every laryngologist in the room 
had quietly remarked to himself that there was 


Charles Barrett Lockwood, F.R.C.S. (1856-1914) 


something wrong with the King’s throat. The 
diagnosis was not difficult to make, for anyone 
who had made a study of laryngology would 
have at once decided that the vocal cords were 
involved. From the character of the phonation 
most of us thought that the trouble was due to 
some slight and remediable irregularity in the 
larynx . Treatment for papilloma is by re- 
moval, either by knife, forceps, or cautery. I am 
familiar with the details of the treatment which 
has been and will be employed in the King’s 
case, as well as with certain other matters. 
Professional etiquette necessarily prevents me 
from speaking more fully”’.’ It is further in- 
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Firry YEARS AGO—continued 
timated that from his earliest manhood the 
King had been under the hands of the best 
laryngologists in the world who, however, ‘have 
been able to afford him very little relief’. “This 
is the more surprising’, comments the Editor, 
‘as it is stated that the opinion of Dr. Leffing- 
well Hatch, “who has _ performed several 
hundred operations exactly similar to that done 
upon the King’’, was asked “unofficially” 
We have quoted this rubbish as a notable 
example of the lengths of inventiveness to which 
a “‘yellow”’ journal will go. The statements put 
into the mouth of Dr. Leffingwell Hatch of 
themselves stamp the whole thing as a fraud. 
We are able to state with positive certainty that 
he was not one of the foreign delegates presented 
to the King’. 

The six ‘Original 
month all deal with various aspects of kidney 
disease. Sir William Henry Broadbent, Bt., 
K.C.V.O., M.D., F.R.S., Physician in Or- 
dinary to the King, opens the symposium with a 
paper on ‘Renal Disease and the Circulation’; 
Sir John Rose Bradford, M.D., F.R.C.P., 
F.R.S., Physician to University College Hos- 
pital, writes on ‘Uremia’; T. B. Hyslop, M.D., 
Senior Physician, Bethlem Royal Hospital, dis- 
cusses the mental conditions associated with 
Bright’s disease and uremia; F. Foord Caiger, 
M.D., F.R.C.P., deals with the occurrence of 
nephritis it in certain of the specific fevers ; A J. 


Communications’ this 


du 
wis ced 
n Usug als “ment thar 


NE 


REGO TRADE Man 


Wholesale Surgical 
Instrument Houses 


PRACTITION 


ER 


Pringle, M.B., F.R.C.P., Physician to the Skin 
Department, Middlesex Hospital, describes 
‘Skin Eruptions in Bright’s Disease’; and R. T. 
Williamson, M.D., F.R.C.P., Physician to the 
Ancoats Hospital, Manchester, and Assistant 
Lecturer on Medicine, Owens College, 
cludes with an article ‘On the Clinical Forms 
and Diagnosis of Bright’s Disease’. The Hero 
of Medicine in this number naturally is Richard 
Bright (1789-1858), name not only 
graces the story of medicine but has become a 
part of its language’. To support ‘the common 
idea that physicians and surgeons are apt to 
become the victims of diseases to which they give 
special attention’, it has often been said that 
Bright died of the disease which he had himself 
discovered. His death, was due to 
‘long-standing disease of the heart’. 

Two of the book reviews deal with ap- 
pendicitis. ‘Appendicitis: Its Pathology and 
Surgery’ by Charles Barrett Lockwood ‘is the 
first, so far as we know, to really deal with the 
subject in an exhaustive manner from the 
pathological side’. The author, who was the first 
to use white cotton gloves for operating at St. 
Bartholomew’s Hospital, in 1914 pricked his 
finger during an operation for appendicular 
peritonitis and died of septicemia. ‘When to 
Operate in Inflammation of the Appendix’ by 
C. Mansell Moullin ‘conveys an excellent and 
definite idea of his opinions on this quaestio 


vexata’. W.R.B. 
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The structure of the nasal passages is 


so complicated that, when congestion is present, 

many parts of the affected areas cannot be reached by 

a liquid vasoconstrictor 

The vapour from ‘ Benzedrine’ 

‘Benzedrine’ Inhaler Inhaler, however, diffuses through- 
out the nasal cavity and relieves 

congestion wherever it exists. 

Thus it not only affords improved 

Rapid in action— respiratory action but also helps to 
re-establish drainage of the accessory sinuses—an 

Lasting in effect ‘ey Ban Fal OM a3 

important factor in preventing acute attacks 

from becoming chronic. 


MENLEY ‘A JAMES, LIMITED, COLDHARBOUR LANE, LONDON, 


for Smith Kiine & French Internanonal ¢ , i trade * Bencedrine 
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ST. ANDREWS HOSPITAL, NORTHAMPTON 


FOR NERVOUS AND MENTAL DISORDERS 
President—Tue Most Hon. THe MARQUESS OF EXETER, K.G., C.M.G., A.D.C 
Medical Superintendent—THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M 
This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are 
suffering from incipient mental disorders, or who wish to prevent recurrent attacks of mental trouble; temporary 
patients, and certified patients of both sexes are received for treatment. Careful clinical, biochemical, bac- 
teriological and pathological examinations. Private rooms with special nurses, male or female, in the Hospital 
or in one of the numerous villas in the grounds of the various branches can be provided 


WANTAGE HOUSE 


This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be ad- 
mitted. It is equipped with all the apparatus fer the complete investigation and treatment of Mental and Nervous 
Disorders by the most modern methods; insulin treatment is available for suitable cases. It contains special 
departments for hydrotherapy by various methods, including Turkish and Russian baths, the prolonged immer- 
sion bath, Vichy Douche, Scotch Douche, Electrical baths, Plombiéres treatment, &c. There is an Operating 
Theatre, a Dental Surgery, an X-Ray Room, an Ultra-Violet Apparatus, and a Department for Diathermy and 
High-Frequency treatment. It also contains Laboratories for biochemical, bacteriological, and pathological 
research. Psychotherapeutic treatment is employed when indicated. 


MOULTON PARK 


Two miles from the Main Hospital there are several branch establishments and villas situated in a park and 
farm of 650 acres. Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and 
orchards of Moulton Park. Occupational therapy is a feature of this branch, and patients are given every facility 
for occupying themselves in farming, gardening, and fruit-growing. 


BRYN—~Y—NEUADD HALL 


The seaside house of St. Andrews Hospital is beautifully situated in a Park of 330 acres, at Lianfairfechan 
amidst the finest scenery in North Wales. On the north-west side of the Estate a mile of sea coast forms the 
boundary. Patients may visit this branch for a short seaside change, or for longer periods. The Hespital has its 
own private bathing house on the seashore. There is trout fishing in the park 

At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis 
courts (grass and hard courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have 
their own gardens, and facilities are provided for handicrafts, such as carpentry, &c 

For terms and further particulars apply to the Medical Superintendent( Telephone: No. 4354, three lines 
Northampton), who can be seen in London by appointment. 











IN SAFE HANDS 


The man who has appointed the Westminster Bank 


FOR A SOUND INVESTMENT to be his Executor or Trustee can, with truth, say 


ON SUMS UP TO. £5,000 | that the well-being of his family will be in safe hands. 

The Bank will carry out his wishes faithfully, bringing 

YIELDING to its task a fund of business experience beyond that 

1 possessed by any private individual; it will administer 

2 4 %Y > its trust with complete integrity; and—more impor- 

BE : tant, perhaps, than any of these—it will at all times 

show a very sympathetic consideration towards those 

whose affairs are left in its hands. Inquiries will be 
welcomed at any of the Bank’s branches. 


HASTINGS se 
AND THANET 


BUILDING SOCIETY 


ASSETS £14,000,000 
RESERVES £800,000 





Write for Booklet : 

Head Offices: Hastings and Ramsgate 

cen: iter Geen Wl WESTMINSTER BANK LIMITED 
Trustee Department: $3 Threadneedle St., London, EC 2 


————— 


Northern: 41 Fishergate, Preston 
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THE CIGARETTE WITH 
THE EXCLUSIVE FILTER 


R The exclusive du Maurier 


filter tip protects the throat and 
the flavour Its interleaved 
layers of vegetable tissue and 
cellulose fibre trap pyridine bases 
and other non-volatile bodies, thus 
preventing irritation and enhanc- 
ing the flavour of fine tobacco 





DRY FLY SHERRY—the best 
appetizer—makes a most accept- 
able Christmas gift and provides 
a gracious welcome to your guests. 
Order early from your Wine 


Merchant to avoid disappointment. 


DRY FLY 20\- bottle 
SHERRY 10 6 half-bottle 
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The problem was 


to neutralise aspirin and to make it soluble. 


The problem has now been solved. 


Aspirin is acidic, sparingly soluble, and for many subjects a gastric 
irritant. By contrast, its calcium salt is neutral, soluble and bland. 
Unfortunately, however, calcium aspirin as ordinarily presented 
is unstable, and thus, sooner or later, becomes contaminated with 
the breakdown products, acetic and salicylic acids. In ‘Disprin’ 
the problem of providing calcium aspirin in stable and palatable 
form has been solved. Extensive clinical trials show that 
Disprin in large dosage and 


over prolonged periods, can be 





tolerated without the develop- 
ment of gastric and systemic 
disturbances, except in cases of 


extreme hypersensitivity. 


D S P R 


Neutral, stable, soluble, palatable calcium aspirin 


On prescription Disprin is free of Purchase Tax. 


Clinical sample and literature supplied on application 


ECKITT & COLMAN LTD., HULI AND LONDON (PHARMACEUTICAL DEPT., HULI 
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BOYAL NAVAL MEDICAL SERVICE 


Candidates are invited for service as Medical Officers in the Royal Navy—preferably below 
They must be British subjects whose parents are British subjects, and be medically fit. 


28 years. 
Initial entry will be for 4 years’ 


No examination will be held but an interview will be required. 
short service after which gratuity of £600 (tax free) is payable, but permanent commissions are 
available for selected short service officers. Officers entered on or after Ist January, 1951, will 
be eligible to be considered for ante-dates of seniority up to 2 years for service in recognised 


FOR FULL DETAILS APPLY MEDICAL DIRECTOR-GENERAL, ADMIRALTY, 


civil hospitals, etc 


$.W.! 
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~ ACIMETION- 


The only essential sulphur - containing 
amino acid 


The effect of methionive in protecting the 
liver against fatty degeneration and toxic sub- 
stances is due to the following factors :— 

1. The presence in the molecule of a sulphur atom 
which is concerned with the transsulphuration 
reactions. 

2. The presence of « methyl group which 
is responsible for various transmethylation 
reactions. 

INDICATIONS 

Toxic hepatitis, hepatic cirrhosis, secondary 

anaemias, purpura, jaundice and dehbility- 
In packings of 50 and 250 tablets 
each containing 0.25 G. DL-Methionine 








Clinical samples and literature on request 


CONTINENTAL LABORATORIES LTD 


101, Great Russell Street, London, W.C.1 


Telephone: MUSeum 20423 © Telegrams: Taxolabs, Phone, London 
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*PERNIVIT’ 
FOR CHILBLAINS 


Pernivit is an effective preparation for the 
treatment and subsequent prevention of chil 
blains because it utilises the vasodilator properties 
of nicotinic acid and the effect of vitamin K 
in maintaining normal blood coagulability and 
Itching and inflammation are quickly relieved. 
Dosage is from two to six tablets daily accord- 
ing to the severity of the case. 

. PERNIVIT tablets containing A BP. 
and Nicotinic Acid B.P. available in of 50 and 
500 tablets. 

Literature and specimen packings are available on request. 
MEDICAL DEPARTMENT 
THE BRITISH DRUG HOUSES LTD. LONDON N.1 





